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THE RORSCHACH METHOD AND ITS USES IN MILITARY PSYCHIATRY* 


BY CAPTAIN JAMES A. BRUSSEL, M. C., U. 8. A.,** AND 
PRIVATE KENNETH 8. HITCH, M.C., U.S. A.t 

For the diagnostician, there is nothing more helpful and gratify- 
ing than laboratory procedures or tests that are specific in deter- 
mining diagnoses. The psychiatrist has few such implements at his 
disposal, and, frequently, much doubt arises in establishing noso- 
logical conclusions in mental disorders. With the advent of sero- 
logical procedures, to be sure, the diagnosis of syphilis as an etio- 
logical agent in mental syndromes has become almost routine. How- 
ever, functional mental diseases, which are not typical in their 
symptomatological pictures, have remained open to discussion and 
to the diversity of psychiatric opinion. Aside from one or two pro- 
cedures, such as intelligence tests for mental defectives and the 
electroencephalogram for epilepsy, the psychiatrist’s armamen- 
tarium is notably deficient as compared to the testing equipment 
available in the other branches of medical science. 

The Rorschach method has appeared in the literature with con- 
siderable frequency and as a psychodiagnostic procedure is unique. 
While not a psychometrically selective measure, it is useful both 
in the ‘‘normal’’ and ‘‘not-normal’’ psychiatrie and psychological 
examinations, in determining the individual’s personality type and 
general reaction to life situations and the demands of reality. The 
German military have been using the Rorschach method for some 
time in examining candidates for special work such as aviation, 
skilled mechanics, parachute combat and intelligence work. 
Through this method, it is possible to ascertain if the candidate is 
quick-witted, reliable, steady and calm, or a dreamer, idealist, in- 
different to detail and prolonged research. The Rorschach tests 
are also being employed to advantage in the Canadian army where 
attempts to use them with groups of men rather than individuals 
are being undertaken by Harrower with encouraging results. The 
British army is now making official use of the Rorschach method 
for the selection of men. Four major advantages of the Rorschach 
method as pointed out by Harrower’ are: 1. To weed out the emo- 

*Approved for publication by the Surgeon-General, U. S. A. 


**Chief of Neuropsychiatry, Station Hospital, Fort Dix, N. J. 
{Chief Psychologist, Station Hospital, Fort Dix, N. J. 
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tionally unstable from positions of responsibility. 2. To supple- 
ment intelligence test scores. 3. To differentiate between the ma- 
lingerer and the individual with a genuine functional or organic 
disease. 4. To supplement shell shock diagnosis. 

The Rorschach method was used on the neuropsychiatric service 
of the Station Hospital at Fort Dix with the idea of determining its 
accuracy in comparison with clinical diagnosis. For this purpose, 
50 consecutive admissions, were chosen, regardless of the neuro- 
psychiatric syndromes. The patient was first examined by the neu- 
ropsychiatrist who established his diagnosis. The psychologist sub- 
sequently, independent of the clinician and not referring to the 
case record, proceeded with the Rorschach examination. Their re- 
sults were then compared. 

PROCEDURE 

The Rorschach method, devised by Hlermann Rorschach, a Swiss 
psychiatrist, about 20 years ago, consists of a series of 10 ecards, 
numbered in Roman numerals, on each of which there is a repro- 
duction of an inkblot. (Figures I through X.) The cards are 

Figures I Through X 

The illustrations of the Rorschach cards presented here (approximately one-third of 
actual size) are, according to the best information obtainable by THE PsycuIATKic 
QUARTERLY, the first reproductions ever published in color. The numbers indicate the 
order in which the cards are always presented to the subject—always with top and 
bottom as shown. THE QUARTERLY wishes to caution that (as professional users of the 
method of course know) these illustrations cannot be used successfully for experimenta- 
tion with the Rorschach examination. Much detail has been lost in reducing their size, 
and there has purposely been no attempt to reproduce the colors with complete accuracy. 
Furthermore, an essential technique of the Rorschach method is the presentation of the 
blots (on cards 914” by 7”) to the subject one at a time. The original cards, printed by 
Hans Huber of Bern, must be used in all Rorschach work. THE QUARTERLY is publish- 
ing these illustrations with the sole purpose of furthering acquaintance with, and under- 
standing of, the Rorschach method, which is being more and more widely recognized as 
an instrument of great value for diagnosis and personality study. The color reproduc- 
tions are attempted here because, in the editors’ belief, it is difficult to understand what 
the Rorschach method is or to comprehend scientific articles about it unless the reader 
can visualize the cards in something approximating their actual colors. The reactions of 
a subject to color are among the most important to be studied by the Rorschach tech- 
nique, as the present paper makes plain. In referring to the color card reproductions, 
the reader should note in particular that the shades on Cards VIII, 1X and X are more 
delicate than can be illustrated here. This explanation is offered by THE QUARTERLY 
editorial board with the collaboration and advice of the authors of this article, Captain 
James A. Brussel and Private Kenneth 8. Hitch, M. C., U. S. A., and with the advice 
and assistance of Zygmunt A. Piotrowski, Ph.D., instructor in psychometrics, College of 
Physicians and Surgeons, Columbia University. 
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standardized as to size, color, order of presentation, ete. The ex- 
amination is divided into three main phases: (1) administration, 
(2) scoring and tabulation, (3) interpretation. 

Administration. This is the simplest part of the method. The 
examiner merely hands the card to the patient and after briefly 
explaining the inkblot construction of the cards, asks him to relate 
what the card seems to resemble to him. After he has given as 
many reactions as he wishes to card I, ecard [Lis handed to him, and 
so on until the series of 10 is completed. The examiner records ver- 
batim the responses of the patient. The second part of the admin- 
istration consists of the examiner going over the series of cards a 
second time with the patient and ascertaining in greater detail the 
nature of the reactions. This is essential for the tabulation and 
scoring. 

Scoring and Tabulation. There are four major elements in seor- 
ing a response to the Rorschach examination: (1) Where the re- 
sponse is located on the card, i. e., whether the patient has reacted 
to the whole inkblot, (scored W), to a major detail, (scored D), to 
a minute detail, (scored dd), ete. (2) How the response is seen, 
i. e., Whether it involves only the element of form, (I), or more 
complex elements such as movement, (M), and its related possi- 
bilities, (I°M and m), color, (pure color as C, form combined with 
color as FC, ete.), perspective, shading and other allied compon- 
ents. (3) What the response is, i. e., the content, whether it is hu- 
man, (I1), animal, (A), botanical, (bot.), blood, anatomical, art, ete. 
(4) Popularity or Origmality of the reaction, that is, whether the 
response is encountered in most individuals and can be termed pop- 
ular, (P), or whether it is relatively rare and can be termed orig- 
inal, (O). Chart 1 reproduces the tabulation sheet used on the 
Station Hospital service. 

Interpretation. The interpretations are concerned with the in- 
dividual as a whole, taking into consideration both the intellectual 
and affective forces and their mutual reactions in producing the 
overtly manifested behavior patterns. It has been found by com- 
paring the results of the Rorschach examination with clinical ree- 
ords that certain factors are related to specific trends in the per- 
sonality. The factor of color, for example, relates to the affectivity 
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of the person; the factor of movement to the introversive trends in 
the sense of inner activity and adjustment; the factor of perspec- 
tive is related to the individual’s degree of introspection, of self- 
awareness, ete. Tabulating, weighing, contrasting, and qualita- 
tively examining these and many other factors, give a picture of 
the personality of the individual being studied. Does he have a 
primitive, infantile affectivity issuing in violent or delinquent be- 
havior, or a well-balanced affectivity allowing for social adjust- 
ment and indicating ability to absorb emotionally stirring stimuli? 
Is he subject to fluctuations of mood or rather on the phlegmatie 
side? Does he withdraw into a world of fantasy or does he con- 
tinually strive to fight and beat the world of reality? For further 
details concerning administration, scoring and interpretation, see 
the pages following under the heading of ‘‘ A Working Outline.’’ A 
selected bibliography will be found at the end of the article for 
those interested in pursuing the technical details to a greater ex- 
tent than is herein presented. 


A WorkinG OUTLINE 

The following outline is suggested for those interested in the 
methods of Rorschach analysis but who have not attained mastery 
in its administration, scoring and interpretation. This outline is 
in no way a final or complete summary of all the possible responses, 
but is offered simply as an elementary guide to those wishing to 
become more familiar with an instrument now coming into general 
use. Likewise, the following pages cannot serve, per se, as the 
sole armamentarium with which to plunge into a Rorschach exam- 
ination. Repetition of administration, prolonged experience in 
scoring and interpreting, and tutoring on the basic principles and 
methods are paramount requisites in acquiring a good working 
knowledge of the method. 


INTRODUCTION 
The Rorschach psychodiagnostic method is not a psychometrie measure. 


Although certain symbols, ratios and statistics are employed, fundamen- 
tally this remains a clinical method of diagnosis. 
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While we plot a psychogram, (see Chart 1), to aid in the interpretation, 
it must be remembered that we cannot make an interpretation based on this 
psychogram only. Content, method of approach, attitudes of the subject, 
time, card turning, ete., are all of equal importance. 

There is no one underlying theory in the Rorschach method. Enough to 
say, that it is essentially based on a dynamic idea of construction of the per- 
sonality and conceives of a check and balance system of emotions, ideas, 
intellectual control, desires, of all facets in display in human behavior. 

In administration, first offer a simple explanation of the construction. 
Say to the subject, ‘‘I have here 10 ecards, on each of which there is an ink- 
blot. This was made simply by dropping ink from a pen on a sheet of paper, 
folding it over and then opening it up. You have probably made inkblot 
designs many times. I am going to give you the ecards, one at a time, and 
you tell me what they seem to resemble to you. You ean keep the card as 


»? 


long as you wish and give as many answers as you desire.’’ This is usually 
sufficient to start the subject off on a satisfactory record. For mental de- 
feetives and children, further illustration may be needed. Illustration by 
means of making a blot in front of the subject is permissible. 

Recording: Record each response of the individual in Column 1 of your 
scoring sheet, preceding the response by a number, (1), (2), (3), ete. Re- 
number for each Rorschach eard. In column 2 on the scoring sheet, a space 
is left for results of the inquiry; in column 3, space is provided for scoring 
the response. Every word of the subject that is spontaneous is recorded in 
the first column. 

Inquiry: When the main record is completed the examiner begins anew 
with the first ecard, saying to the subject, ‘‘Now I want to find out exactly 
where and how you see these things.’’ Inquire as to where the response is 
located. To do this most satisfactorily, ask the subject to outiine the form 
with his finger or a pencil eraser. Next, inquire as to how, i. e., color, move- 
ment, ete. It is essential that you do not suggest the determinant to the 
subject. Practice and caution are the keynotes to a good inquiry. Some- 
times considerable questioning is necessary. Never assume you know in 
advance how the perception has occurred. Content is easily scored. Popu- 
larity and originality are easily scored, (see working form, Chart 2). 


Scoring: Chart 2 indicates the scoring symbols. Extreme care must be 
taken to have accurate scoring. The realization of this goal is more difficult 
than the anticipation would have it seem. Careless and inaccurate scoring 
ean only produce inaccurate and unsatisfactory results. 
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Chart 2. Rorschach Psychodiagnostie Working Form 









































WHERE HOW WHAT ORIGINALITY 
R=total reactions FORM (F) (CONTENT) POPULAR 
W=whole card F :=average form i ee ern H| Scored F in terms of 
D=major detail F-++ :=superior form Human detail...... Hd] per cent (%) of total 
d=small detail F—:=—inferior form pe errr eee A | responses. Criteria may 
dd=rare detail CONT., CONF., POS.| Animal detail ..... Ad | be 1 in 6. 

S=—white space are abnormal form re-| Botany .......... bot 
WS=whole including S actions. See descrip- | Anatomy ........ ana ORIGINAL 
di=inner detail tive sheet. | ree Ab| Scored O in terms of 
Various other combina- POON 5 ésis sade ain Fire | per cent (%) of total 
tions are possible, but | ———————— Pe as eke Sex | responses. Criteria 1 in 
2: DW, WD, dW, ddi, ee Obj | 50. 
si ; COLOR nbeadd obj pe 
ec. - ne See . INDIVIDUAL 
FC=form-color Human obj...... Hobj i 
CF=color-form ee eer ee Xray | Score I for unique re- 
C=pure color ae Bld | 8ction. 
een ~C=total color Landscape ........ LS POPULAR WITH 
RATIOS Cn=color naming NG a ad ak an rs ae eee art ORIGINAL 
—————— —C—-color remark tg 208 0b 0 60086 des ADDITIONS 
BD ics cee wes map . 
W:M Sr sia Geography ........ge0 Score as P°, 
och MOVEMENT I aos seals cave 
FC:CF:0 . Architecture ......arch 
(FC 0.5, CF 1.0, M=human movement Mythical human ..(H) 
C 1.5) FM=animal movement | Mythical animal ..(A) 
M:FM:m | _m—repressed move- Food ........ fd 
(Fe+C’): (FM+m) ment, tensions | Clothes .......... elth 
H:Hd etc. 
A:Ad nT 
H-+A:Hd+Ad 
CHIAROSCURA PIOTROWSKI’S SIGNS OF OC. N. 8. 
Fe—form-shading DISORDER 
cF=shading-form i: 2 asecsiueacw total reactions less than 15. 
c=pure shading , TT f ihe 4 
(texture) B. SB sescvocseaes time per reactions excee 
one minute each on an ay- 
— erage. 
DEPTH BFE Nieveedeensan One or less movement. 
involves use of | 4. On ......e00. One or more color naming. 
kF lights, darks, : 
Fk depths. Vari- Gi Be ccavener Good form per cent is less 
k ous form com- than 75%. 
binations Wee ee Popular percent is less than 
el _ _— 25%. 
7: Th a cvaas ....Response repetition. 
PERSPECTIVE 3 pices ic 
| FK—good vista involy-| 8 Imp. .....+e-. Impotence of response, giv- 
| ing form ing a reaction in spite of 
K=vague, almost its recognized inadequacy. 
formless : : 
0. Rae sixes ase Perplexity. Distrust of own 
ee | ability. 
BLACK AND WHITE (10. AP ...scceces Automatic or pet phrases. 
IN COLOR VALUE | (5 out of 10 signs are diagnostic of a cortical 
FC’, C’'F, C’ | disturbance.) 














10 THE RORSCHACH METHOD AND ITS USES IN MILITARY PSYCHIATRY 


GENERAL INTERPRETATIONS 
I 

R=Normal is around 34. Less than 15 R is suspicious, especially when com- 
bined with F'%, lack of good M or FC and any abnormal signs, as 
Cn, Conf., ete. Normal range is from 25 to 75. Superior, well- 
adjusted individuals and manics may give more answers. 

W=In a normal record, about 25 per cent of whole answers are expected. 
W is the healthy, intelligent approach representing ability to syn- 
thesize, make abstractions, freedom from undue constriction. An 
undue number of W answers may be indicative of whole compul- 
sion, and if other factors, such as color shock or constriction, are 
present, may indicate a compulsive neurosis. Expect the ratio of 
W :M to be approximately 2:1. If W exceeds this ratio, we have a 
person striving for things beyond his immediate means. 

D=About 60 per cent in normal individuals. This represents the practical 
intellect, the most common of normal reactions. 

d=About 10 per cent in normals. Undue d is significant of repression, of 
constriction when F'% is high; when used as an inner detail, in 
dark texture values, it indicates depression. A higher percentage 
is found in epilepties. In superior normals, more than 10 per cent 
is possible, but if d is very high, it is a suspicious sign. 

dd—About 1 to 2 per cent in a normal record. When excessive, it is almost 
a certain sign of anxiety, inability to free emotional and intellect- 
ual channels of repressions, conflicts. This is a depressive index 
when high. The sign shows pedantic approach if 5 per cent or so 
in normal individual with accompanying good wholes, ete. 


S—Percentage may be variable, but not more than 2 or 3 per cent is usual 
in the normal, if that much. In an extraverted individual, S may 
be resistance against external environmental stimuli; in an intro- 
verted record it may mean an internal resistance, a feeling of in- 
feriority. In excess, it is clearly abnormal; it may oecur in neu- 
rosis as reaction against color. 


II 


F%=—Form percentage is one of the key determinants in a record. F% 
should not exceed 50 per cent in a normal, adjusted record. More 
than 50 per cent indicates undue constriction and almost invari- 
ably is a sign of maladjustment of some phase of the personality. 
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Excessive F% is found in manic-depressive depressed types and 
in anxiety states. F'% may be low in schizoid types. Too low F% 
may be found in conjunction with CF excess, C, ete., in manic 
stages and similar hyperexcitable phases of personality. 


F+%—Of form percentage we expect at least 75 per cent to be good form, 
(F+%) in normal or superior individuals. We find less than 75 
per cent F-+- in most abnormal states. In schizophrenies, particu- 
larly in hebephrenie and simple types, the F+-% is lower. In cen- 
tral nervous system disturbances, F+-% may be less than 75 per 
eent. In lower mentalities, the F+-% will be low. 


F—%=Does not occur in normal or superior individuals unless there is a 
great number of reactions. If so, there may be one or two F— 
reactions. F— occurs in schizoids, where it may alternate with 
F+- and F reactions. It is frequent in mental defectives. It may 
occur in neurosis in the colored cards and with chiaroseura shock, 


COLOR is the determinant of emotionality. It is an index of extraversion 
when in excess in the M:C ratio. When color has large range, 
from FC to C, evidence of emotional lability is present. Lack of 
color indicates constriction; combined with other signs, neurosis 
or psychosis. Abnormal use of and lack of color are always sig- 
nificant. 


FC—Good fusion of form and color. This indicates good emotional adjust- 
ment, good social adjustment, (all other signs being favorable). 
FC should be superior to CF and to C in approximately a ratio 
of 3:1:0.5 (or less). In a normal record of 34 responses, there 
should be approximately three FC reactions. If FC is absent with 
much CF or C present and less than average M, we suspect an 
emotional individual—a person who cannot keep his emotional 
processes under control. 


CF—Color-form. This is the use of color and form in one perception but 
with color the major determinant in the reaction. It indicates 
egotism, a type of adjustment that is essentially egocentric. When 
CF exceeds the use of FC, the regard for self exceeds the regard 
for others. Adjustment on the CF level is more primitive, less 
stable, more labile. 


C—Use of pure color, completely without form element, e. g., as ‘‘Blood,’’ 
‘“sunset,’’ ete. This is almost entirely an abnormal reaction. It 
indicates lack of emotional control, hyperexcitability, instability 
of emotional processes. It is rarely found in normal individuals 
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unless in overproductive superior records. It is frequent in manics 
and schizophrenics; and it may occur in mental defectives, espe- 
cially when maladjusted. 


7 


Simple denomination of the colors, e. g., ‘‘red, orange and yellow 


here,’’ or, ‘‘this card is just a mass of colors—nice green here!’’ 
ete. This invariably is an abnormal sign. It is frequent in epi- 
leptie and central nervous system groups, is common in deterior- 
ated schizophrenics, and has been found in postconvulsive cases. 


M=MOVEMENT={tThis is the sign of inner adjustment, or equilibrium 


within the self. It is the sign of the power to absorb emotional 
stimuli coming from outside and within. In a normal individual, 
we expect to have M present. Two or more M signs should be 
given. Less than two is suspicious. One or none is a definitely 
abnormal sign. Good M (human or human-like movement) is in- 
dicative of introversion when in excess in the M:C ratio. It is a 
component of the intelligent individual’s record. We almost al- 
ways have five or more M in a superior, well-adjusted person. It 
is the sign that points toward maturity, stability, imagination. It 
is usually absent in severe neurosis, in deteriorated schizophrenics, 
central nervous system disturbances, in mental defectives; and 
absent or minimal in schizoid personalities, 


Movement of animal figures. This is movement on a more primitive, 





more egocentric plane. A sign of the instinctual levels, it repre- 
sents adjustment at a more primitive stratum. Nevertheless, when 
it is present, it is a sign of adjustment; it should, however, be 
present in lesser quantity than M. Approximate F:FM :m ratio 
is 3:2:1. FM may exceed M if the number of R is greater than 
ordinary, or when other factors are optimal. Piotrowski contends 
that FM points toward potential maturity. 


=Tension, repressed movement, hanging figures, ete., are scored as m. 


m is an unhealthy determinant and in a normal record is less than 
MorFM. According to Piotrowski, whereas both M and FM point 
in a definite direction, m points nowhere. It is evidence of repres- 
sion and often occurs in combination with high F% and with CF 


rather FC combinations. It is common in the psychoneurotie in- 


dividuals and is found often in depressions and depressive states. 
It may be present in superior records to the extent of two or three 
without undue significance, assuming other points are optimal. 
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CHLAROSCURA is shading used in texture values. In normal persons, it 
is ordinarily a good sign if there is not too much of it and if good 
M is present in the record. It is more frequent (in Fe use) in 
superior individuals. When found in neurosis or depressed states, 


cF += happy content, the individual is sensitive to finer and often deeper 
¢e feelings. In an extravert, chiaroscura indicates a certain sense of 
tact and in introverts caution. In excess, it points out subjects 
who are easily offended, supersensitive. Pure use of this determ- 


Fe \ the texture is usually heavy and black. When fine in texture, in 


inant, without form (as ¢) is not too frequent and if in excess, is 
an unhealthy sign. (See Binder and others on this determinant.) 


This is a shading determinant but quite different from the e values. 

It involves lights and darks, the uses of depth. About the only 

Fk scoring here is ‘‘X-ray,’’ ‘‘relief map,’’ ‘‘topographical map ;”’ 

\- and careful inquiry is essential in scoring the latter in a k value. The 

sign is one of anxiety in most instances, particularly if two or 

more are found. It occurs often in neurosis, and it works here to 

the exclusion of the e type of shading. Naturally, the Fk is pre- 
ferred to the kF and k types. 

VISTA=FK—Use of perspective, of distance. Usual scorings are ‘‘cave,’’ 


‘‘erotto,’’ ‘‘distant landscapes,’’ ete. Three FK give good evi- 
dence of introspective abilities. Two or more point in this diree- 
tion when reactions are 35 or more. If there is excess FK, there 
is too much turning in on the part of the subject. 

K—The primary answer here is ‘‘cloud.’’ It is a vague perspective, form- 
lacking reaction. It is indicative of ‘‘free-floating’’ anxiety. Usu- 
ally the only ‘‘normal’’ K is ‘‘cloud’’ in Card VII. It is always a 
suspicious sign when in excess. 


BLACK AND WHITE IN COLOR VALUES=Here we have black or 
white used as color, e. g., ‘‘a black hat,’’ ‘‘ a white chandelier,’’ 
ete. These reactions may occasionally be found in a normal ree- 
ord, often in a superior record (especially when overproductive). 


FC’ In a neurotic reaction, they may oceur in place of color reac- 
C’F \ tions. When the use of black is shown, it may mean depression, 
C’ a type of anxiety. When there is white, it may be a reaction to 


color or texture and, therefore, suspicious. C’ White may indi- 
eate lack of self-confidence, inferiority feelings. The interpreta- 
tion depends a great deal on the distribution of other factors. 
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POPULAR REACTIONS=P%=Reactions are scored as P and in terms of 
percentage of total R. There are various criteria, but the usual 
procedure is to score P if the reaction occurs in one out of six re- 
sponses. The ordinary reactions are in general the following: 
Card I—bat or butterfly; Card 1Il—clowns, bears, red _but- 
terfly; Card IlI—two men, two cannibals, butterfly, (middle 
red) ; Card 1V—bearskin rug; Card V—bat or butterfly ; Card VI 
—rug, totem pole; Card VII—eloud, two old ladies; Card VIJI— 
two bears, climbing lions; Card IX—none popular; Card X— 
green worms, spiders, rabbit head, maple seed. With variations, 
these are the main P reactions. Popular reactions are evidence of 
banal thinking when more than 50 per cent are found in a record. 
If there is a paucity of P, 10 to 15 per cent, in a record with a nor- 
mal number of reactions, there is thinking that is out of commun- 
ity with normal thinking. A low number of P may occur when 
there is an unusual number of reactions. In mental defectives, the 
P% is high. In schizophrenics, and central nervous system dis- 
eases, the P% is ordinarily low. 

O%=—Reactions are scored as original and in terms of percentage of total R. 
A reaction is original when it occurs only once or twice in a hun- 
dred reactions. It is a sign of superior intellect when combined 
with F+-%, good M, FC, CF, ete. When F— is high, however, 
the original reactions may become bizarre and schizoid in charaec- 
ter; therefore, we have a high O% in schizoids, as well as in su- 
perior individuals, but the O’s differ in quality. 

I=—Reactions that are individual, unique. This is a sign of a superior indi- 
vidual, or if used in bizarre content with poor form, an indication 
of deteriorating psychoses. 


CONTENT—Generally speaking, the content is of least concern in Ror- 
schach diagnosis, particularly of normal and near normal eases. 
Obviously, it is subject to the usual analytical interpretations in 
abnormal cases. Briefly listed here are the major content scor- 
ings: 

H (human)=—These reactions are usually healthy and a good sign. It is 


essential that H reactions exceed Hd (human detail) reactions in 
a normal record. 


A (animal)—These reactions are the most common and may constitute 50 
per cent of the entire record. It is good to have the A exceed the 
Ad (animal detail) reactions. 
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A ratio is made between H and A reactions, human and 


H:A= ) human detail, animal and animal detail, total H and Hd 
H :Hd= to total A and Ad. Through the use of these ratios one 
A:Ad= can easily determine the stereotypy of the individual’s 
H--A:Hd-+-Ad=~ way of thinking. Excess of human detail is frequent 


in neurosis and is often morbid. 


These are obviously reactions that require investigation if in 
k excess, (more than one bid, eld, fire; more than two or three 
SMK, SCX, ° > ° 
Niiae sex in a record of 40 or so reactions; more than four or five 
ana, fire, é 4 : : 
Ab, (HL) ana in an ordinary record), since they have emotional concom- 
AAD . ° ° ° 
» | mitants that are clear to the psychiatrist and psychologist. 


Bld, Clds, 


LS. des The more spread the content, the better adjustment we usu- 
vee Sapte ally find. Evidence of the cultural level, freedom from repres- 
sion, constriction, ete., is found in the seatter and type of con- 
tent such as these bracketed and other more original content. 


arch, map, 
art, ete. 


CHARTING THE PERSONALITY GESTALT 

In tabuiating and considering the components of the examination, it has 
been found convenient to graph the determinants. The latter are graphed 
in their raw scores. In a normal record, roughly speaking, the determin- 
ants should be balanced as indicated in the foregoing descriptions, i. e., M 
exceeding FM; FM exceeding m; small number of k, K, reactions; FC ex- 
ceeding CF; CF exceeding C; ete. It is clear, therefore, that deviations 
from this are abnormal and, when graphed, provide a pictorial sketch of 
the personality factors. Generally speaking, a weighting on the right side 
of the graph indicates an extravertive personality ; on the left an introver- 
tive one. The dividing point is the FORM column directly in the center of 
the base line. (See Chart 1.) 

The main responses are drawn in an unbroken line; any additional reac- 
tions are shaded in or fixed with a broken line on top of the column of main 
reactions. The psychogram is regarded as the starting point in making the 
diagnosis since here we have spread before us the skeleton of the personality 
configuration. However, care must be taken not to depend on this alone. 
The content, various ratios, method of approach, succession, quality, time, 
turning of cards, are all integral factors of the analysis. 


ABNORMAL CONDITIONS 


Abnormal Forms: 1, Confabulation (CONF): Confabulatory reactions 
are those form-responses wherein the subject finds one part of the blot that 
suggests something that is not actually in the blot and names that as the ma- 
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jor response. 2. Contamination (CONT) : Contamination reaction is one in 
which one cue gives rise to a perception and another cue to a totally differ- 
ent perception ; the two then being condensed into one reaction using both 
the cues and usually with bad form. An example might be the green in Card 
IX, (1) a bear, (2) green; therefore the reaction is (3) a grass bear. 3. Posi- 
tional (POS): Positional reactions are those in which one portion of the 
card, because of its position on the eard, gives rise to a poor form reaction 
using the remainder or a larger detail of the card. For example, the slight 
blue ‘‘fingers’’ between the green and pink of CARD IX may be ealled 
teeth, therefore the upper part of the card is the face and head of a tiger. 

All these form reactions occur only in psychiatric cases. CONF and 
CONT are essentially schizophrenic reactions. POS is found in schizo- 
phrenics, but more often in epileptics, severe hysteria on occasion, and 
sometimes in central nervous system disorders. A single appearance of 
any one of these abnormal form reactions is sufficient to warrant investi- 
gation. 

Succession: Abrtormal succession may be found on either extreme, i. e., 
too rigid a succession of reactions or too loose. A very rigid succession, 
(a breaking down of each ecard in precisely the same manner) is often a 
sign of compulsion. Two loose succession, (no scheme of breaking down the 
reactions), is a sign of deterioration. 

Perseveration: Perseveration of an idea, type of idea, or a specifie reae- 
tion is encountered only in psychiatric cases. Perseveration occurs in 
schizophrenia, in central nervous system disturbances, mental defectives, and 
in severe anxiety and compulsive neuroses. It does not occur in normal 
records. 

Rejection of Cards: This does not occur in normal subjects. Rejection 
is highest in schizophrenic cases and may happen in any ecard. Rejection 
of colored cards—and on oceasion of highly-shaded eards—oceurs in the 
psychoneurotie. Rejection of Card VI because of the phallic symbol is 
common, Mental defectives may reject the more complicated cards such as 
IX. Any rejection is cause for suspicion. 


Color (Neurotic) Shock: In making a diagnosis of psychoneurosis one 
of the significant signs is color shock. This reaction is characterized by sev- 
eral deviations of response in the colored cards, viz.: 1. Heightened reac- 
tion time; 2. Lowering of good form content; 3. Reduction of responses; 
4. Signs of perplexity, embarrassment; 5. Inability to use common forms 
because of the color; 6. Use of white space in colored cards; 7. Excessive 
turning of the colored cards; 8. Diminution of M (one or less usually), and 
of FC (one or less) ; 9. Rejection of colored cards. (One must beware of 
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interpreting rejection of Card IX as a psychoneurotie sign if a majority 
of the other signs are not present, since this card is the most difficult for 
good perceptions in persons of lower than average intelligence.) 

Chiaroscura Shock: A similar reaction to color shoek but oeeurs in eards 
with texture and shading predomination. This is ordinarily found only in 
more severe psychoneurotic conditions. 

Piotrowski’s Signs of Central Nervous System Disturbance: Piotrowski 
has isolated 10 signs, five of which, when present, in a protocol, give evi- 
dence of an organic lesion of the central nervous system. Here again, it 
must be remembered that strict statistical interpretation is not permitted. 
In an extremely high percentage of cases reported in the literature, how- 
ever, five out of 10 signs have been definite in central nervous system cases. 
These signs and their meanings are found on Chart 2. 

Abnormal Content: Any record with more than 10 per cent sex answers 
may be regarded with suspicion; the full meaning of these answers depends 
on the rest of the record, the actual answer, and the way it is given. More 
than 10 to 15 per cent of ana answers should make the examiner aware 
of other factors in the record which may be linked with an unhealthy per- 
sonality conflict. Ab answers, except in very productive superior records, 
must be regarded with suspicion. Frequently Ab is encountered in records 
of withdrawn, schizoid types of personalities. Likewise, bld and fire should 
serve aS Warnings to the examiner that something is amiss. Overproduction 
of X-ray and cld reactions leads to suspicion of neurotie behavior patterns. 
On the whole, it may be said that overproduction in any one phase of con- 
tent is not a good sign. 

TIME 

It is advisable to check time for the first reaction to each card and in some 
eases to check total reaction time. It should never exceed one minute per 
reaction (see Piotrowski’s signs, signs of neurosis). Prolonged time in 
colored cards, as pointed out previously, occurs in the psychoneuroses. 

Chart 3 lists the determinants in optimal and frequently observed 
psychiatric disorders. These results are the findings elicited in 
acute cases examined by the psychologist. The chart indicates ma- 
jor differences of configuration among the various syndromes but 
should not be utilized as a specific diagnostic guide, since the col- 
umns do not differentiate types of mental disorders or the phases 
ineach state. Likewise, the present group has been a selected one, 
i. e., soldiers between 18 and 33 years of age. 
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Resutts or Fort Dix Stupy 

The 50 patients in this study, all young males, were clinically 
(psychiatrically) diagnosed as follows: psychoses, 22, of which 20 
were schizophrenic syndromes of all types, and two manic-depres- 
sive psychoses, depressed type; psychoneuroses, 12, of which three 
were hysteria, three non-organic enuresis, two anxiety states, two 
traumatic, one reactive depression and one fugue; psychopathic 
personality, six; mental deficiency, five; and organic disorders, five, 
of which one was idiopathic epilepsy and four showed cerebral 
damage (Chart 4). While military psychiatry does not offer op- 
portunity for such syndromes as senility, and arteriosclerotic de- 
mentia, the wide range in the 50 cases presented was regarded as 
a sufficient challenge to the Rorschach method in establishing 
diagnoses. 

Grossly comparing the results obtained by the neuropsychiatrist 
and the psychologist reveals total accord in 49 cases, or 98 per cent, 
with complete disagreement in one ease, or 2 per cent. However, 
the table in Chart 4 demonstrates that agreement was not complete 
in all 49 cases. Thirty-three of these, or 66 per cent, fell into this 
group, while essential agreement covers 10 cases (20 per cent), and 
the remaining six cases (12 per cent) were regarded as partial 
agreement. Perhaps the writers were too orthodox in this differ- 
entiation. Nevertheless, a conservative rather than a liberal stand- 
ard of comparison was followed. It is highly possible that what is 
here termed ‘‘essential’’ agreement would be regarded by some as 
‘‘complete’’ agreement. For example, in one case recorded as es- 
sential agreement, the clinician’s diagnosis was non-organic enure- 
sis with mental deficiency; the psychologist found psychoneurosis, 
sexual maladjustment, inferiority complex, mental deficiency. In 
another case, the psychiatric classification was psychosis with men- 
tal deficiency, homosexuality ; while the Rorschach method revealed 
mental deficiency, psychopathic personality, sexual maladjustment. 
If the writers have been too rigid in the scoring of comparative 
results, full agreement, under more liberal scoring, might indeed 
be regarded as 88 per cent. 

Examples of ‘‘partial’’ agreement follow. Clinically, one case 
was diagnosed non-organic enuresis; psychologically, as malad- 
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Chart 4. Showing the clinical diagnoses, with a comparison of diagnostic results as 


established by clinical and Rorschach methods of approach 
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justed personality. Another patient was diagnosed psychiatrically 
as psychoneurosis, and by the Rorschach method as psychoneurosis 
with possible central nervous system disturbance. In other words, 
where the two diagnoses showed some semblance of mutual accord 
or where they were identical but with further diagnostic possibili- 
ties included in the Rorschach determination, such cases were 
placed in the partial agreement group. 

The one case of non-agreement had been diagnosed by the 
psychiatrist as psychoneurosis and by the psychologist as latent 
schizophrenia. It is, however, a well-known fact that cases of de- 
mentia precox are frequently diagnosed as psychoneurosis in the 
early stages of the disease. 


Discussion 


The results of this study agree favorably with others obtained 
in non-military itstitutions. The studies made among psychiatric 
patients by Piotrowski,* * have shown a very high correlation be- 
tween clinical and Rorschach diagnosis. Studies and summaries by 
Klopfer and others in the Rorschach Research Exchange’ have 
similar close agreement. 

The increasing trend to the Rorschach technic as a psychological 
instrument among normal individuals and psychiatric cases indi- 
cates a swing toward the more clinical and to a degree more sub- 
jective psychological measures in personality observation. This 
retreat from purely psychometric instruments has been observed 
in German, Rumanian, Spanish, French and Russian military psy- 
chology in recent years.° 

The psychometric method offers primarily a picture of isolated 
mental and personality factors. The quantitative Stanford-Binet 
score or the Army Classification Test score is simply a statistic 
that exposes little or nothing about personality, character, energy 
to work, willingness, or attitude of the soldier or officer. Simoneit,’ 
who may be called the father of German military psychology, 
writes that isolated measures of single abilities are useless. The 
mental analysis given German officers and men consists in a series 
of tasks and an interview, which, in addition to mental scores, al- 
lows an opportunity to reveal the drive, direction of thought, its 
method, its relation to other mental abilities, and its place in the 
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whole personality. The main principle is ‘‘not to study single, 
isolated mental functions, but to allow chance for free mental work 
of a complex nature.”’ 

In German military selection, study is made of the impulsiveness, 
the order, and the egocentricity of the thinking process. A major 
difference between the American and European approach in mili- 
tary psychology and psychiatry is that the tests of the latter, par- 
ticularly in the German and German-coached military organiza- 
tions, merge intelligence and personality into a single character- 
ological unit. Harrell and Churchill’ agree that, while it is diffi- 
cult to judge the effectiveness of such a procedure, the majority 
of American psychologists would concur with the German ob- 
jectives. 

To illustrate the differences in the methods let us suppose that 
the army has inducted two men. One of these fails in the classi- 
fication test and receives a mental rating that places him below the 
10-year level of intelligence. The other man obtains a high score 
that places him in the superior category. Technically, one man is 
unsuitable for duty and the other perhaps eligible to apply for a 
commission as an officer. If we give clinical psychiatrie and psy- 
chological study to these men, we may find our position altered. It 
is quite possible that the soldier with the 10-year mental level is 
socially adjusted, pleasant, suitable for simple work, and able to 
follow clear orders even if he can assume no position of responsi- 
bility. On the other hand, the soldier with a superior psychometric 
rating may be shown on psychological examination to be unreliable, 
to have a wide range of emotional lability, with too much aggres- 
siveness or submissiveness to be a capable director of men or even 
a competent follower. 

In its easy applicability to both normal and abnormal subjects, 
the Rorschach method lends itself to many and various uses in the 
military service. Investigators working in the armed forces of 
other nations have demonstrated the advantageous use to which 
the method can be applied in delving into the personalities and re- 
action types of normal soldiers with a view to finding their respec- 
tive niches in the service. That it is practically foolproof is sub- 
stantiated by the faith placed in the method by the military psy- 
chiatrists and psychologists of armies already engaged in open 
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conflict, and by proof furnished by the performances of many men 
who have been placed in key positions following Rorschach deter- 
mination. 

It is not beyond the realm of imagination that the army psychia- 
trist can be tricked by a clever malingerer.’ It is one thing to 
label him glibly with the military nickname of ‘‘goldbrick;”’ it is 
another to prove it. The contrary is quite possible. The patient 
who reports every day to his regimental medical station, his face 
distorted with pain, his hand clutching at his chest, and moaning 
about his ‘‘heart pain,’? may well be organic, functional, or just 
plain ‘‘ goldbricking.’’ He is removed to the hospital where detailed 
laboratory, clinical, and roentgenological studies may demonstrate 
the presence or absence of organic disease. If the difficulty appears 
to be functional, a psychiatric consultation is requested. It is true 
that in a vast majority of cases, the psychiatrist will determine ac- 
curately if the complaints are on a neurotic or malingering basis. 
However, this distinction may not always be feasible. Here, the 
Rorschach method is of inestimable value. Likewise, it proves its 
merit as a necessary adjuvant in assisting the neuropsychiatrist in 
his differential diagnosis where the question of more than one syn- 
drome is raised in a single case. 

A statement by Harrower," in an article concerning the use of 
the Rorschach method in military psychology summarizes the posi- 
tion of the method aptly: ‘‘ Although the responsibility of clinical 
diagnosis concerning psychoneurosis obviously rests with the psy- 
chiatrist rather than with the psychologist, the Rorschach method 
in the hands of the psychologist may throw light on doubtful cases, 
or may epitomize a psychiatric condition in a short time when a 
psychiatric examination is not possible.’’ 


ILLUSTRATIVE CASES 


Case 1. §S. K. was a 20-year-old, white male. His family and 
personal histories were essentially negative. He had been in the 
army for five months. His civilian occupation was a WPA ditch 
digger. On the morning of May 23, 1941, this patient suddenly 
awoke and found his entire left side to the hip numb. There was 
no pain; but he had difficulty in movement, and later in the day the 
symptoms spread to the leg of the same side. On admission, peri- 








CAPT. J. A. BRUSSEL, M. C., U. S. A., PVT. K. S. HITCH, M. C., U. S. A. 20 


pheral neuritis or poliomyelitis was suspected, Spinal fluid exam- 
ination at this time and on all other subsequent occasions was com- 
pletely negative. Two days later the left arm and leg were almost 
completely flaccid. The man suffered an atypical, epileptiform 
seizure, and was apparently unconscious for 10 minutes; but there 
had been no frothing, tongue biting or tonic-clonie succession. On 
this day, a Rorschach determination was done which indicated a 
central nervous system involvement. On June 13, the patient had 
projectile vomiting. He became semi-comatose, with involuntary 
twitching of the left arm. During his hospitalization, left ankle 
clonus was elicited from time to time but was never constant. On 
June 14, the neuropsychiatrist discussed the symptoms as they fa- 
vored or contra-indicated a diagnosis of (1) upper motor neuron 
origin, (2) lower motor neuron origin, (3) muscular dystrophy or 
atrophy, and (4) hysteria; but he offered no definite diagnosis. An- 
other examiner believed the case to be one of tuberculous menin- 
gitis or brain tumor, another thought the lesion was vascular in 
origin, a third medical officer said ‘* poliomyelitis was the best bet,’’ 
while a fourth again discussed hysteria as the diagnosis. 

The skull X-ray was negative. On June 15, the ophthalmologist 
declared the condition to be one of ‘‘focal paresis.’’ Previously, 
the patient had had no left abdominal or cremasteric reflexes, These 
returned on June 17, but a facial and hypoglossal paralysis of the 
left side was now evident. Four days later, the flaccid paralysis 
and glosso-facial involvement disappeared; and the patient was 
up and around the ward, with no evidence of flaccid hemiplegia. At 
the time of this writing, the only signs demonstrated are a drag- 
ging of the left leg in walking, with definite atrophy of the large 
muscles of the shoulder and arm. All the medical officers agree 
that the trouble is organic, but no one has been able to offer a def- 
inite diagnosis. Yet, on the third day of hospitalization, before 
many of the symptoms had appeared, before laboratory and roent- 
genological reports were available, the Rorschach clearly pointed 
to the organic origin of the symptoms! In arriving at this conelu- 
sion, the psychologist stated: ‘*The problem is whether the patient 
presents a case of hysteria or whether there is an organic disturb- 
ance of the central nervous system. In patients with conversion 
hysteria, color shock is usually prominent in the record. 
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** While there is mild color or neurotic shock in this ease it is not 
pronounced and does not indicate a state of conversion hysteria 
developed to the extent that the patient would be expected to have 
hysterical seizures or prominent overt hysteria symptoms. (The 
nurse in charge of the patient reports he had ‘some sort of hysteri- 
cal or epileptic seizure less than an hour before the examination. ’) 
Of the signs of central nervous system disturbance, our record 
shows five.”’ 

In previous studies the highest number of organic signs in 
a conversion hysteria case was two, and in non-cerebral or- 
ganic groups, three. The signs present in this record are M, F%, 
Rpt, Imp, and Plx. Of these signs three of them, (M, Rpt, F%), 
are found in at least two-thirds of the cortical-subeortical group 
according to Piotrowski.2 Of his conversion hysteria cases none 
showed F'% and Imp, and only one of them showed Plx. In eases 
investigated in the Station Hospital by the Rorschach procedure, 
no hysteria case has ever presented Rpt, Imp or Plx.** The rea- 
soning of the typical cortical-subcortical case is said to be charac- 
terized by intellectual passivity. In the Rorschach examination, 
this is indicated by the patient’s failure to select between various 
possible answers. It is difficult to make him believe there are no 
right or wrong interpretations. This patient questioned the exam- 
iner several times as to whether he was right—‘‘ Could this be the 
answer?’’ ‘*Would you say this was right?’’ The perception of 
cortical cases is vague. It is almost impossible to tell whether they 
are referring to the whole card or to details. This confusion of 
reaction was prominent in this patient’s record. Readiness of 
these individuals for examination was noted by Oberholtzer,’? who 
spoke of their poor synthesizing ability, difficulty in distinguishing 
essential parts from those of secondary import and inability to 
develop their associations. All these elements were present in this 
patient. 


Case 2. R. M. was a 28-year-old white male, a college graduate. 
Ile was admitted to the hospital two weeks after induction into the 
army. He says he likes army life and that he adjusts well. He 
was never institutionalized, arrested, or A. W. O. L. Hallucina- 
tions and delusions were denied. Any history of convulsions was 
denied. K. M. complained of pains in various parts of his body at 
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irregular intervals. The patient denied alterations of affect, said 
he was frequently dizzy but never fainted, that he was short of 
breath, tremulous, and nervous. Clinical diagnosis was anxiety 
state. The Rorschach revealed a perfect example of a severe anx- 
iety state in a person of superior intelligence. Practically all of 
the expected points in a Rorschach neurotic record were present in 
this ease. Color shock was shown by strong emotional reaction to 
colors, increased reaction time, lowering of form in the colored 
ecards. There was present a whole compulsion that could not be 
broken down by suggestion from the examiner. The use of black 
in color value, (C’), was evident and caused strong emotional re- 
action in card IV. Lack of M (movement) responses but presence 
of m (tension) was obvious. Although the person was of superior 
intelligence, (exceptional content, 54 per cent O, etc.), there was Fk 
rather than Fe in the record. There was a clear projection of self 
into the reactions. In Card X, the patient said, ‘‘I’’ instead of 
‘‘man’’ when referring to the difficulty of solving environmental 
problems. The Rorschach diagnosis was severe anxiety state in a 
superior intelligent individual; showing unfavorable prognosis un- 
less treatment is instituted in the near future. 

Case 3. J, A. was a 20-year-old, white male, a high school grad- 
uate with one year business college training, who had worked in an 
advertising firm before induction into the army. He had been ar- 
rested in June, 1938, for ‘‘indecent exposure,’’ having exposed him- 
self toa female minor. He admits he resorted to this procedure on 
many occasions. He was never institutionalized or A. W. O. L. 
While in the hospital, he frequently burst into meaningless laugh- 
ter, showing marked restlessness. He was hallucinated and silly 
and often irrelevant. He said he ‘‘had been sent to the hospital 
because of a good job done,’’ but was unable to explain this state- 
ment. He said other soldiers ‘‘make me nervous once in a while.’’ 
He asserted he was aided by his mother and father talking to him, 
while God said, ‘‘ Look up, come along, we have places to go.’’ Fre- 
quently his remarks appeared to be responses to hallucinatory ex- 
periences. He was usually rather happy, saying he ‘‘feels swell.’’ 
There was marked evidence of homoerotic regression with manner- 
isms and over-egocentricity. Clinically, he was diagnosed as a he- 
bephrenic type of schizophrenia. The Rorschach revealed inter- 
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esting reactions to cards Il and VI. In the former was an answer 
involving red hidden by the black side detail (Fig. I). This may 
usually be interpreted to indicate sexual maladjustment, i. e., mas- 
turbation with guilt feelings, for example. Coupled with this was 
prolonged reaction time in ecard VI and finally a very intellectual 
form answer, (‘‘straight line down middle’’), as the first response. 
It is in this card with its pronounced sexual symbolism that rejec- 
tion is often found; and reaction time often increases in patients 
with sexual maladjustment. There was much alternation of good 
and bad form, the quality of reactions was rather low, confusion 
was present in inquiry. Form that was good, (F+%), was low, 
F—% was 14, there was lack of M and FC, and there were 32 per 
cent of original answers. The Rorschach diagnosis was hebephrenic 
schizophrenia with sexual maladjustment. 


, SUMMARY 


1. The Rorschach method has been described and discussed. 

2. A survey as to its practical application in normals, especially 
military personnel, has been made from the literature. 

3. Its diagnostic value in army psychiatry is presented with 
comparative results, psychologically and psychiatrically, as ob- 
tained in a series of 50 cases which were studied on the neuropsy- 
chiatric service of the Fort Dix Station Hospital. 


Fort Dix Station Hospital 


Fort Dix, N. J. 
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A COMPARATIVE TABLE OF THE MAIN RORSCHACH SYMBOLS 
BY ZYGMUNT A. PIOTROWSKI, Ph.D. 

In the Rorschach’ method, visual images projected into inkblots 
are analyzed in the belief that the different aspects of the images 
correspond to different psychological traits. The subject verbally 
describes his percepts, i. e., the visual images projected into the ink- 
blots, and indicates the areas on the inkblots to which his percepts 
refer. Similarity of verbal expression does not necessarily imply 
similarity of percepts. On the other hand, not every difference 
in the percepts has psychological significance. 

The symbols used in scoring the inkblot interpretations vary 
somewhat from author to author. The differences however per- 
tain to the symbols themselves rather than to their psychological 
implications. ‘Table 1 may serve as a dictionary, permitting the 
translation of the symbols used by one author into symbols of the 
same or similar meaning used by other authors. Not all symbols 
ever suggested have been tabulated; only those are listed which ap- 
pear in Rorschach case studies published in English. Rorschach’s 
symbols are the initial letters of the words describing the symbols. 
Others followed Rorschach’s example whenever it was feasible. 
The chief difference between the Rorschach-Binder symbols and 
the others in the table results from the fact that the former are 
based on the German language, while the latter are based on the 
English language. Thus, Rorschach’s G, which stands for ‘‘ Ganz- 
antwort’’ became the English W, standing for ‘‘whole interpreta- 
tions.’’ The authors do not differ in regard to the psychological 
implications of the symbols used to indicate the area or location of 
the interpretations. Rorschach’s Dd answers are divided by Klop- 


fer? into d and Dd responses, the latter denoting extremely small 


and very rare details. Klopfer’s W or cut-off whole (in actuality, 
scored with a short cancellation mark through the right-hand up- 
right at the point where the type shows a break) would, at times, be 
scored as a W and, at other times, as a D by others than Klopfer. 
Beck*® subdivides the white space interpretations into larger, Ds, 
and smaller, Drs. 
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There is however a difference in the F responses. Klopfer and 
this writer* differentiated the FM and m responses from the F in- 
terpretations. No interpretation should be scored as a movement 
interpretation unless it is accompanied by an experience of move- 
ment on the part of the subject.’ The feeling that all or some parts 
of an inkblot are in a process of changing their relative positions 
is a basie requirement of a movement interpretation. If the sub- 
ject speaks of movement but does not have this kinesthetic feeling, 
his answer is considered as a secondary, or intellectually inferred, 
movement and is not scored as a genuine movement interpretation.’ 
The M denotes human and human-like movements, i. e., movements 
which a human being is capable of performing. There is no differ- 
ence in the meanings of the B and the M. The FM denotes animal 
movements, and the m denotes inanimate movements. 

















TABLE 1. A LIST OF THE MAIN RORSCHACH METHOD SYMBOLS WHICH HAVE APPEARED 
IN PUBLICATIONS IN ENGLISH AND SOME NEW CHIAROSCURO SYMBOLS 
Rorschach Binder Beck Klopfer Buggested 
symbols 
Location G G W WwW Ww 
DG DG DW DW DW 
D D D D D 
Dd Dd Dr d d 
Dd 
Dzw Dzw Ds 8 8 
Drs . 
Determinants B B M M M 
F F F FM FM 
m m 
F F 
FFb FFb FC FC FC 
FbF FbF CF CF CF 
Fb Fb Cc Cc C 
Cn Cn 
Determinants F (Fb) F (Fb) _ FY k Fe ¢ 
(Chiaroscuro) kF cF Fe 
Fhd b 4 Fk ¢c 
hdF K FO’ Fe 
hd KF C/F ¢c 
FK Cr 























Note: The chiaroscuro symbols of the five columns are not interchangeable. The other 
symbols are interchangeable because they have the same or nearly the same 
psychological meaning. See text for explanation. 
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In the M and FM, the parts which are in the process of changing 
their relative positions are interpreted as parts of a moving or 
acting human being or animal; thus they are dynamically con- 
nected. The difference between the M and the FM is that the hu- 
man or human-like movement of the M is one which can be easily 
performed by a human being, while the animal movement of the FM 
is difficult to imitate, if at all possible for a human being. Thus, 
the M represents psychological traits which are much more inti- 
mately related to the subject’s specific personality than the traits 
indicated by the FM. In the m, there is no dynamic interrelation- 
ship between the parts whose relative positions are changing. In 
the m, we have a moving object and a passive or static background. 
In such interpretations, scored as m, as ‘‘a bullet going through 
wood,’’ or ‘‘rocks falling from a ledge,’’ or ‘‘a beach with ocean 
waves,’’ the difference between the moving objects and the statie 
background is clearly illustrated. The background is merely a 
point of reference necessary to recognize the existence of the move- 
ment. Another significant difference between the M and F'M on the 
one hand and the m on the other is that in the two former the 
source of movement is in the moving object itself, while in the m, 
the object in motion is propelled by an outside force. <A bullet is 
propelled by powder; a rock falls by the force of gravity. The m 
do not refer to such basic personality trends as the Mor FM. The 
m indicate the existence of some tendencies which are not well in- 
tegrated in the total personality and which do not have a sufficiently 
strong driving power to influence the subject’s handling of reality. 
Experience justifies the belief that the psychological implications 
ascribed to the three movement categories* are valid. However, 
the m should contain only interpretations expressing movement of 
inanimate objects (exploding bombs, bullets, falling rocks, waves, 
sinking ships, closing pincers, revolving governor, ete.). Facial 
expressions, e. g., of Joy or anger, should be seored as Fe, that is, as 
differentiated chiaroscuro interpretations. Oberholzer,’ Binder 
and Beck score the animal and inanimate movement responses 
as F, 

Rorschach’s explanations of the psychological meaning of the 
pure form, F, and of the chromatic color interpretations, C, CF, 
FC, still stand virtually without amendment; and, thus, Ror- 
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schach’s symbols are interchangeable with the symbols of the other 
writers. ‘The only exception seems to be the C category. Expedi- 
ency prompted the differentiation of the color naming, or Cn re- 
sponses, from the C responses because of the specific psychological 
meaning of the Cn.° Rorschach and Beck include the color naming 
in the C category. 

The symbols referring to the chiaroscuro interpretations cannot 
be used interchangeably. Both the symbols and their psychological 
implications vary somewhat from author to author. Rorschach 
used only one symbol, F (Fb), for all the shading interpretations.’ 
In one of Rorschach’s last blind analyses, published by Schneider,’ 
an important and specific meaning is attributed to responsiveness 
to black as color, but no special symbol is provided. Binder*® wrote 
a searching study of the chiaroscuro interpretations. His chief 
principle of classification is the euphoric or dysphorie content of 
the shade interpretations, but it has not been consistently applied. 
One of the apparent reasons for Binder’s complications seems to 
be his attempt to include many of the inanimate movements in his 
chiaroscuro answers. Beck’ distinguishes two shade responses, one 
with and one without, a form element. MKlopfer’s’ refined system 
differentiates 12 chiaroscuro categories; it is rather difficult to ap- 
ply this elaborate system. A new scoring scheme for the chiaro- 
scuro interpretations is suggested here. It has developed from an 
attempt both to simplify the chiaroscuro symbols and to systema- 
tize the main ideas of various authors about the significance of 
chiaroscuro responses. 

four symbols are suggested: ¢’, Fe’, Fe, ec. The e’ category 
contains all interpretations of the very dark nuances of the ink- 
blots, in which the form is disregarded, and which are accompanied 
by a dysphoric mood. Examples of ¢’ are: ‘gloomy night,’’ ‘‘dark 
clouds presaging storm,’’ ‘ta nightmare,’’ ‘‘despair.’’ The ¢’ is 
practically synonymous with Binder’s hd and with Rorschach’s 
‘use of black as color.’’ The Fe’ includes interpretations whose con- 
tent is determined by the outline of the interpreted inkblot but 
which are qualified in mood by the unpleasant impression created 
by the dark nuances of the blot. Examples of Fe’ are: ‘‘hideous 
mask’’ (blot I), ‘‘black butterfly’? (V), ‘‘the shadow of a prehis- 
toric monster’? (IV). These interpretations would be scored 
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merely as F if the dysphoric reactions to the dark nuances were 
missing. The Fe’ are synonymous with Binder’s Fhd. In the Fe 
interpretations the dysphoric mood is absent, and the shading en- 
riches the content of the interpretation which is not based on the 
mere outline of the interpreted blot. [Examples of Fe: ‘‘a castle on 
top of a hill, with a lake in front of it, surrounded by a forest”’ (II), 
‘fan animal skin made into a rug, the legs spread out and the head 
there’’ (V1), ‘‘a child’s face with smiling eyes, rather chubby.’’ 
The Fe corresponds to Klopfer’s Fe and Fk and to Binder’s non- 
dysphoric I'(F'b); also to most of Rorschach’s F(Fb). The e¢ re- 
fers to interpretations in which the form is disregarded but which, 
nevertheless, point to a concrete object with a more or less definite 
physical structure. The dysphoric mood is absent in the e. Ex- 
amples of ¢ are: ‘‘a topographical map,’’ ‘‘just an animal skin,’’ 
*fwool,’’? ‘*X-ray of a chest,’’ ‘‘mountain range,’’ ‘‘summer 
clouds. ”’ : 

The essential difference between the ¢’ and Fe’, on the one hand, 
and the Fe and ¢, on the other, is the different role of the chiaro- 
scuro in the origin of the percept. In the ¢’, the dysphoric dark 
nuances are not used as determinants of form; the content of ¢’ is 
made up of formless shadows; in the Fe’, the dark nuances are not 
used as determinants of the form of the projected objects, but only 
as determinants of the mood which colors the emotional tone of the 
percept. In the Fe and ¢ interpretations, the chiaroscuro effects 
are signs of definite objects and aid in their recognition; the shad- 
ing is the material out of which a definite percept, the image of a 
real object, is fashioned. 

There seems to be no need for cF and ¢’F categories. With a 
more careful analysis of the percept, the interpretations which one 
might want to score as cF or e’F dissolve into either ¢ or ¢’ or into 
Fe— or Fe’—. The problem of classifying the shade interpreta- 
tions into the three categories of, e. g., Fe+, Fe—, and e, is not 
greater than the task of classifying the chromatic color responses 
into FC+, FC—, and CF. If white is used, together with a dys- 
phorie chiaroscuro effect, the answer is scored as ¢’ or Fe’; the 
contrast between the white and the dark nuances heightens the dys- 
phorie mood. White alone is not a chiaroscuro value and, hence, 
should be treated as an undifferentiated surface color. Thus the 
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interpretation, ‘‘a white kitchen lamp’’ (the middle of I1) should 
be scored as FC. The ‘‘mice’’ in blot X should be seored as Fe if 
the subject responded to the interplay of the shades but as FC if 
the subject perceived the gray as a solid, undifferentiated surface 
color. 

All chiaroscuro interpretations are considered to be signs of 
anxiety, of uncertainty, of a feeling of being exposed to danger, of 
doubt concerning the most suitable method of controlling a poten- 
tially hostile environment. They imply that the subject desires to 
react in an active manner in many situations but is not able to do 
so. The chiaroscuro answers are not only an indication of anxiety 
but also of the manner in which the subject handles his anxiety. 

Those responses which have no form element, i. e., the ¢ and ¢’, 
point to an inability to alleviate anxiety, to a feeling of loneliness 
and helplessness, to the existence of free floating anxiety (IXlop- 
fer). The lack of F in the e and ¢’ suggests the lack of defense 
mechanisms. The Fe and Fe’ are taken as signs of defense mech- 
anisms. The Fe+ and Fe’+ are interpreted as signs that the de- 
fense mechanisms successfully lessen the subject’s anxiety, and the 
Fe— and Fe’— as signs of inadequate defense mechanisms which 
do not lessen successfully the feeling of insecurity in regard to the 
potentially dangerous environment. 

The main psychological difference between the dysphoric chiaro- 
securo responses, the e’ and Fe’, on the one hand, and the non-dys- 
phorie shade responses, the Fe and ¢, on the other, seems to con- 
sist in the type of sacrifice which the subject makes in‘ order to 
stabilize his relations with the world as much as possible. The Fe 
and ¢ suggest that the subject tries to sacrifice (abandon, postpone 
or modify) his important goals of external achievement in order to 
appear less assertive and thus more acceptable to the world; the in- 
dividual then is said to value his relations with the environment too 
much to sacrifice the respect, affection and protection which the en- 
vironment can give; thus, if necessary, he rather sacrifices part of 
his personality. He shows an increased consideration of, and fre- 
quently also for, the environment. Thus, the Fe and e point to a 
submissive and conscientious adaptation to the environment. The 
e’ and Fc’ appear to be indications of a readiness to sacrifice, if nee- 
essary, many emotional gratifications which the environment can 
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give but to save the subjectively important ideals and individual 
goals. The e’ and Fe’ imply a certain lack of flexibility, a rather 
assertive although painful form of adaptation to the environment, 
accompanied by a decreased consideration of the environment. 
There is something uncompromising, infllexible and daring about 
those subjects who give the ¢’ and especially the Fe’ interpreta- 
tions. The ¢’ is a valid sign of a serious emotional disturbance, a 
distressing feeling of depression, associated with an attitude of 
resignation, of expecting the worst. The ¢’ are very rarely given. 
The Fe’ suggest milder forms of the same disturbance. Both ec’ 
and Fe’ are indications of a real tendency to intermittent depres- 
sive moods which are partly welcome and partly unwelcome, as 
Rorschach defined them.* The attempt to maintain one’s personal 
goals and habits in the face of serious difficulties may spring from 
a feeling of strength (adolescents—creative pioneers) or from an 
inability to change and to control one’s actions consciously (psy- 
chopaths—deteriorating cerebral organic patients). 

It could be said, perhaps, that the Fe and ¢ imply that the effer- 
ent (motor) phase of the interaction between individual and en- 
vironment is chiefly inhibited, while the ¢’ and Fe’ imply that the 
afferent (range of interest) phase (awareness of environmental 
changes) of the interaction between individual and environment 
is mainly inhibited. One important conclusion follows by deduc- 
tion from these considerations and is also suggested by empirical 
evidence: All other conditions being equal, the larger the number 
of the Fe and e¢, in a subject’s Rorschach record, the greater the 
difference between the subject’s basic personality and the surface 
personality manifested in daily life; the c’ and Fe’ do not seem to 
repress the outward manifestations of the basic personality notice- 
ably—if they do not facilitate them. 

The symbols denoting the content of the inkblot interpretations 
are not tabulated in this paper, because the authors do not differ 
materially in this group of symbols which are self-explanatory. 
When the English symbols are used, h stands for ‘‘whole human 
figure,’’ hd for ‘‘part of human figure,’’ a for ‘‘animal,’’ ad for 
‘*part of animal,’’ at or anat for ‘‘anatomy,’’ ete. Klopfer and his 
followers designate animal skins, skulls and the like as aobj or 
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‘‘animal objects.’’ Other authors score the Klopfer aobj as ad or 
‘parts of animals.”’ 

The M:C ratio was referred to by Rorschach as Erlebnistypus. 
seck uses for it the term experience balance, Klopfer the term dis- 
tribution of psychic energy. It might be named briefly: reaction 
range. 
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THE CATATONIC DEATH REACTION 
Report of a Case 
BY POMPEO MILICI, M. D. 

The stupor of catatonic dementia precox often appears to have 
an acute onset. The onset may, indeed, be very acute following 
intense emotional shock. Careful study, however, will generally 
reveal that the reaction has been preceded by a period of discon- 
tent, discouragement, despondency. 

There is a withdrawal of interest, a withdrawal which is soon 
accentuated by the development of ideas of reference. Events in 
the surroundings are misinterpreted; slights are seen where none 
are intended; there is a feeling of being under scrutiny, of being 
talked about, mocked, followed, accused, threatened. 

Often, at the start, the patient has some insight. He speaks of 
being confused, complains that his mind is vacant, numb, stupid, 
that it does not ‘‘work right,’’ that he cannot remember, that 
strange thoughts trouble him. 

Then, there is often a sense of impending danger with complaints 
of bodily symptoms, of all sorts of cranial paresthesias, of sleep- 
lessness and lack of appetite, of weakness, heaviness, stiffness, of 
going blind, of inability to breathe, to swallow. 

Insight quickly disappears completely, as delusions and halluci- 
nations make their force increasingly felt and as the ideas then be- 
come more bizarre. There is a denying of the identities of self and 
of others, often with expressions of hostility and a self-condemna- 
tory trend, with ideas of being punished for sins. There is talk of 
being experimented upon, of hypnotism and witcheraft, of a repe- 
tition of thought by others and of mind reading. The body con- 
tains spirits, is not human, is changing into an animal, a witch, a 
corpse. The blood is drying up. Poison and sperm are suspected 
in the food. There are many sexual fantasies, and delusions of 
pregnancy are frequent. The patient becomes controlled by hal- 
lucinated voices. He feels himself to be under electrical influence, 
fears electrocution. The carpets move, inanimate objects talk, 
shadows fly by, strangers enter the bedroom, the dead return to life. 
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Speech and behavior take on a religious coloring; there are pray- 
ers and conversations with the supernatural. 

The patient may appear to be overcome by depression, is then 
dejected, bewildered, apprehensive, anxious. He may be silly, flip- 
pant, playful, euphoric. He may react to his ideas and to the en- 
vironment in a more active manner, may be suspicious, irritable, 
unruly, may become highly disturbed and resistive and—with rages 
and screaming—actively antagonistic, impulsively violent, destrue- 
tive, assaultive, homicidal. Otten there is extreme sexual excite- 
ment. The behavior is unpredictable; it may alternate rapidly be- 
tween depressed and excited phases. But with the onset of the 
stuporous state, the patient may appear to be completely apathetic, 
the face expressionless, vacuous, masklike. He gazes abstractedly 
into space. He may wander about aimlessly, retarded in move- 
ments, in a trance-like manner. He may become inactive, immo- 
bile, maintaining fixed, rigid, stereotyped postures for varying pe- 
riods and, as a result of increased suggestibility, may demonstrate 
command-automatism, echopraxia, echolalia, active or passive 
negativism. There may be little or no reaction to commands, to 
threats or even actual pain. Emotional responsiveness otherwise 
may be completely absent. There may be grimacing and bizarre 
stereotyped mannerisms which generally are of symbolic import- 
ance. ‘There may be drooling and retention of saliva, Schnauz- 
krampf, refusal of food. Sphincter control is variable. Autoerotic 
practices are common. Sleep, as a rule, is poor. A low grade fever, 
skin and vasomotor changes, and thyroid enlargement may be pres- 
ent. Convulsive attacks occur occasionally. 

The patient may be completely mute. During interruptions of 
the stupor, organized thinking is seen to be impaired, difficult, re- 
tarded. The person may become talkative in an incoherent, irrele- 
vant, rambling manner, may be fragmentary, contradictory, per- 
severative, and may show blocking, or he may be poorly communi- 
cative, reticent, evasive, reply in monosyllables, speak in whispers, 
mutter unintelligibly. 

Both in the incubation period and in the stupor proper, there is 
a considerable preoccupation with the death theme, expressed as a 
delusion of dying or being dead, as a plain desire to die, with active 
suicidal attempts, or as a fear of being killed. The patient may say 
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that he has been drugged, that he is in his grave, in Heaven, burn- 
ing up in Hell, changing into a skeleton. Frequently others, par- 
ticularly close relatives, are ‘‘dead’’ or ‘‘dying”’ also. Often, there 
is absorption with thoughts of a relative already deceased and with 
whom the patient insists he is in visual and verbal contact. Ora 
person expresses the fear that he or others, usually members of the 
family, are to die, to be killed. They are to commit suicide, are to 
be cut into pieces, shot, drowned, boiled alive, electrocuted, poi- 
soned; they are being changed by spirits. There may be ideas of 
amore general nature, talk of shooting and war, of dynamiting the 
environment and destruction of the world. 

It has been the privilege of the writer to study with some care a 
stuporous catatonic reaction from which excellent recovery was 
made by the patient who was then able to reveal with rather excep- 
tional clarity her experiences in ‘‘the other world.’’ It is felt that 
this patient exhibits very nicely the psychological mechanisms in 
the stupor reaction; and the presentation of the material is, there- 
fore, offered in some detail. 


Report or Case 


Personal and Family History. Eleanor M., the second of four 
children of Roman Catholic, Italian parents, was born in New York 
City 19 years ago. The father, aged 48, a building contractor and 
bricklayer, was gassed in World War I, and has since worked 
sporadically. He is an introverted personality, subdued and un- 
stable; and during the daughter’s illness, he bordered on the verge 
of psychosis. The oldest daughter, 22, is quiet but well adjusted. 
But the youngest, nine, and the third daughter, aged 14, have 
heboid features, and the latter appears to be becoming ‘*‘ stranded 
on the rock of puberty.’’ The mother, now 47, is very obese, mus- 
tached, self-assertive. She, too, is schizoid, ‘‘always in the house,’’ 
highly ‘‘nervous.’’ She, however, took the illness of the ‘* favored 
child’’ in a matter-of-fact manner, showing in all her reactions a 
leveled affect. 

The mother’s condition during pregnancy with Eleanor M. was 
good; labor occurred at full term and was spontaneous and easy. 
Birth weight was 12 pounds. There was no evidence of injury or 
asphyxia. Breast feeding was continued for a year, bottle feeding 
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until the age of four. Both were taken satisfactorily. No difficulty 
was experienced in weaning from either. Eleanor appeared to de- 
velop normally during infancy and was able to sit up, walk and 
talk at the usual ages. Teething was uneventful. Toilet habits 
were easily established by the end of the first year, and there was 
no bed-wetting thereafter. When aged three, the chiid had measles 
and pertussis, was very ill with both. There were no convulsive at- 
tacks. Following these illnesses, she was cared for with oversolici- 
tude; she developed an enormous appetite and became a chubby 
child. She was very bright, was ‘‘good,’’ quiet, docile, obedient. 
At the age of four, she commenced to give evidence of interest in 
drawing and, from the start, showed marked talent. She did not 
play freely with other children, was bashful with strangers, pre- 
ferred to be alone. 

Eleanor started public school at six. Shortly afterward, she had 
mumps. Subsequently, and up to the age of 10, her appetite was 
poor and ‘*finicky,’’ and she was moderately undernourished. She 
learned easily and did very well in school; her standing was always 
near the top of her classes. She was particularly adept in drawing 
and history. The girl’s attention and concentration were good; 
she reasoned well and was observant. She was considered to have 
good common sense and to be capable. She was honest and truthful. 

However, Kleanor kept pretty much to herself. Although she 
was friendly toward those she had known for some time, it was 
difficult for her to make friends easily. She said often that she 
could not stand confusion about her. She avoided boisterous chil- 
dren. The girl’s few and carefully-chosen friends were exemplary 
in behavior. For the most part, Eleanor sought the company of 
her elder sister or she would play alone. ‘‘Usually she was in a 
corner with books.’’ 

When Eleanor was nine, she was enticed into a hallway by an 
elderly man who then manipulated her genitals. Thereafter, she 
showed great fear of dark enclosures; and always, when having to 
go to the cellar for any purpose, would be apprehensive and would 
climb the stairs at breakneck speed on her return, fearful that 
someone was behind her. Until the beginning of Eleanor’s psycho- 
sis, when she confided in her mother, she had kept the episode of 
genital manipulation a complete secret, and often worried about it. 
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She was reported to have shown no overt curiosity regarding sex- 
ual matters. 

At the age of 10, the girl started to receive instruction at the 
piano. She practised eagerly and industriously, quickly showing 
remarkable ability and progress. She discontinued her lessons 
when she was 16, but with the intention of returning to further 
study when she had completed her courses in art and design. 

The onset of EKleanor’s menses occurred when she was 11; she 
had been forewarned and showed no undue reaction. One year 
later, because of occasional swelling of her ankles, she was exam- 
ined by a physician. Her mother, told of the presence of a heart 
murmur, now redoubled her attitude of overprotection. At 13, as 
a result of dietary care and further restricted physical activity, 
Kleanor weighed 145 pounds. (She was then less than five feet 
tall.) 

The girl now entered high school, pursuing an academic course in 
dressmaking. She devoted herself wholeheartedly to her work, 
which she did slowly but carefully, striving for perfection. She 
would remain awake until the early morning hours to complete her 
assigned duties. Almost at once, a change was noted in her speech 
characteristics; she talked much more than had been usual with 
her and spoke so very rapidly that she often stammered and stut- 
tered. She started, too, to bite the edges of her fingers until these 
were noticeably irritated. She was, in general, a hard worker but 
not an energetic hustler, although she was inclined, at times, to be 
lazy and sluggish, quiet and silent. 

Her aversion to confusion about her continued. She made few 
new friends. Ilowever, she was an honor student and apparently 
was very well contented. She had a good sense of humor, and 
seemed to be always jolly and happy. She adopted a motherly at- 
titude toward her sisters and was strongly attached to her family, 
but was not demonstrative. It was said of her, ‘‘The house could 
cave in, and she wouldn’t show any feeling.’’ The girl was delib- 
erate in her judgment, used good foresight in planning, was prac- 
tical and a good manager. She was never tactless. Confronted 
with unpleasant situations, she would retire to herself. Though 
her thinking was fairly logical and orderly, she was somewhat su- 
perstitious and was inclined to be overimaginative and visionary 
and to day dream. 
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When she was 15, Eleanor became a member of the sodality as- 
sociated with her church and started to attend meetings during the 
week, in addition to her regular church attendance. She com- 
menced now to express the idea occasionally that she was not to 
live beyond the age of 24—her mother’s age when she married. 

At 17, the girl enrolled in a school of fashion for a two-year 
course in designing and illustrating. Because of the family’s rather 
precarious financial situation, the cost of the tuition and associated 
expenses were undertaken by her Uncle A., her mother’s childless 
brother. Again, Eleanor gave herself up entirely to her studies 
and was an honor student. The church, the sodality, her piano, 
theaters, house parties and daily walks with her sisters were her 
only extracurricular diversions. Amusements, to her, were only 
a means of losing irreplaceable time. Even when occupied in 
them, her thoughts would be on her work. 

Onset of Psychosis. In January, 1941, when Eleanor was near- 
ing completion of her art course, the school sent her to various es- 
tablishments where she would be employed temporarily and be 
considered for regular employment as fashion designer, She seemed 
greatly disappointed with the type of places she was sent to, the 
character of the work demanded of her, and the pay offered. On 
returning home from each interview, she would be highly excited 
and would talk of her disgust with the outlook. When, finally, a 
position paying $15 a week was offered, she became perplexed. She 
could not seem to decide whether to accept. On the one hand, the 
girl said that she did not wish to interrupt her schooling, on the 
other, that she had to consider her obligations to her uncle and 
family. She expressed the idea then that the school authorities 
were ‘‘fooling’’ her; she turned down the job opportunity, and was 
immediately regretful and concerned with fear that she would not 
receive another. She condemned herself for her decision, insisted 
that she should have been advised more forcibly to accept the po- 
sition, and declared that both teachers and students were against 
her. She feared that some of her excellent work, which had been 
sent on a tour of the country, would not be returned to her, said 
that the school was making money on this, and that her teachers 
smiled at her in a peculiar manner. 
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Eleanor was graduated on January 31. For two days following, 
she brooded, worried, wept, or—in an agitated way—kept repeating 
that all of her efforts had gone to nothing and, ‘* What will Uncle A. 
say?’’? On February 3 and 4, she was restless, wandered aimlessly 
about the house, refused food, and said, over and over: ‘*My poor 
daddy, my poor mother. I shouldn’t have done it. I should be 
working making money for the family.’’ She looked frequently 
into mirrors, stared, made peculiar motions, shook her head as 
though to clear it, rubbed it against the walls. On February 5, she 
expressed the fear that a Mr. C., a friend of the family, wanted to 
kill her father and Uncle A. She refused to allow the father to 
leave the house, was very apprehensive, and said everyone was 
looking at her, talking about her. On the next day, the girl laughed 
to herself, smiled into the mirror, cried, pulled her hair, and said, 
‘‘T am going to kil myself.’’ She resisted being put to bed, started 
prolonged screaming and was taken into the parents’ bed. [Efforts 
to quiet her apprehension were without avail. She expressed fear 
for her sisters, insisted upon entering their bedroom, and—seeing 
them asleep—shrieked that they were dead. When an ambulance 
arrived for her at 3:30 a. m., she said, ‘‘ Now I know you are going 
to kill me.’’ 

At Bellevue Hospital. Admitted February 7, 1941, Eleanor was 
highly resistive, extremely agitated, and was placed in seclusion 
in a camisole. She kept repeating, ‘‘I am going to kill myself.”’ 
She rarely answered questions and was then ‘‘frequently irrele- 
vant, disconnected and perseverative.’’ Until her transfer to the 
Kings Park State Hospital, she received medicinal and hydrothera- 
peutic sedation. 

At Kings Park State Hospital, Eleanor was admitted on Febru- 
ary 13, 1941, in a camisole. She wet her clothing. Discolorations 
and bruises covered her entire body. Catamenia was present. She 
was very tense and resistive. She maintained constrained, awk- 
ward postures, stood in fixed positions with arms outstretched and 
head lowered. She was restless, kept leaving her bed and follow- 
ing other patients about. All movements were retarded. The fa- 
cial expression depicted rather fixed depression. At times, the 
patient assumed attitudes of prayer, or wept briefly. When first 
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interviewed, she could not be persuaded to make replies to any 
questions, written or oral. It required several minutes, when she 
was asked to write her name, before she made an ‘‘E,’’ and the 
effort ceased there. [ler responses to simple commands were slow 
and inadequate. When she was led back to the ward, she suddenly 
requested permission to play the piano. For a considerable period 
she remained seated in fixed catatonic immobility, then played sev- 
eral songs very well, after which she refused to continue. On one 
occasion she asked for a handkerchief, on another to be led to the 
toilet. At times, she seemed to make every effort to talk but 
seemed to find herself unable to emit any audible sound. 

Eleanor offered such active resistance to the physical examina- 
tion that this was performed with difficulty. Of a pyknoid habitus, 
her height was five feet, her weight was 124 pounds. The com- 
plexion was dark, the skin texture coarse, with facial acne present. 
Except for a slight suggestion of a mustache, the hair distribution 
was of feminine type. The mammary glands were well developed. 
The girl’s extremities were cold and moderately cyanotic. Deep 
reflexes were symmetrically increased. The heart, lungs, abdo- 
men, and urine and blood were negative. The hymen was intact. 

When allowed out of bed, EKleanor wandered slowly and aim- 
lessly about the ward, apparently completely apathetic; or she sat 
in an absorbed state, with head bowed, weeping profusely in a very 
depressed way. She would appear, at times, to be perplexed and 
fearful and was easily startled by noises. At other times, she 
stared fixedly at the ceiling or at other patients, attempted to hoid 
hands with some, stared at her own hands, pointed upward, shook 
her head from side to side, made peculiar gestures. She had to be 
urged to attend to her personal needs, had to be led from one place 
to another. She was negativistic at times. It was necessary to 
spoon-leed her and to dress and undress her, and she required sed- 
ative medication at night. 

Although she often appeared attentive when questioned and 
seemed to want to speak in reply, as her lips made ineffectual 
movements, she gave few responses. Occasionally, she whispered. 
Several times, the statement, ‘‘I can’t talk,’’ was understood. Usu- 
ally, the whispered words were inaudible. Rarely, she indicated 
her answers by nodding. She denied ideas of reference and hal- 
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lucinatory experiences. She admitted that she had been worried 
because of her inability to find a position, that she was discour- 
aged, that she was afraid she and her father were to be killed. She 
was disoriented for place, named the month correctly, gave her age 
but was completely mute toward all other questioning. 

During the remainder of February, the patient was at times un- 
der considerable tension, bewildered, apprehensive, restless, resis- 
tive, negativistic. At other times, she appeared to be very de- 
pressed, wept, groaned, moaned, chewed her fingers, muttered to 
herself, kept repeating that she wanted to go home. As a rule, she 
was preoccupied. Always, she was retarded, markedly inhibited. 
She would stand immobile most of the day, had to be led about and 
assisted in dressing and undressing. Though her appetite had im- 
proved, it was still necessary to spoon-feed her. She did not wet 
or soil. Whenever questioned she usually merely stared, occasion- 
ally whispered in'audibly. 

In March, she continued stuporous, almost totally mute. Attempts 
were now made to establish contact with her through the use of so- 
dium amytal, gr. 6, given orally. Even then, it required consider- 
able prompting to obtain any reply. She would seem to want to 
make some sort of answer but to find it impossible to do so. Re- 
peatedly she would start with ‘I. . .’’ or “But. . .’’ then 
stopping suddenly as if startled at the sound of her voice. On sev- 
eral occasions, she whispered that she had given her replies si- 
lently. When attempts were made to have her write letters to her 
relatives, she was able to proceed very slowly when dictated to, 
but was not able to write of her own accord. She read fairly well 
from books and magazines and usually answered whenever asked 
her name, age, or similar questions, but she immediately became 
mute when she sensed that her trends were being touched upon. 

Toward the end of March, whenever under the influence of so- 
dium amytal, Mleanor started to show some evidence of affeet and 
life. Her apathy gave way increasingly to depression, and she 
wept briefly, but bitterly, and with large tears. Along with this, 
the movements of her body lost their catatonic slowness and awk- 
wardness, her face its wooden mask aspect. Her voice took on 
more of an emotional coloring; and while she still had her disorder 
of thinking, this seemed to be clearing up. The blinking reflex, ab- 
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sent until this time, now reappeared as she showed increasing ani- 
mation. The patient still refused to discuss her fear regarding her 
father but said now, ‘‘I suppose it was imaginary.’’ 

During April, but still only under sodium amytal medication, in- 
hibition slowly lessened. Eleanor was taken out on walks daily and 
seemed to enjoy this. She showed increasing inclination to mix 
with other patients on her ward and, at times, would spontaneously 
play the piano or sing with others. She could be made to smile by 
pleasantries, and she smiled in a cheerful, normal manner. Her 
menses—which had been suppressed—returned in the middle of 
the month alter she had received several injections of gonadogen. 

it was noted soon that the patient would, occasionally, rapidly 
toss her head from side to side; and she now, for the first time, ad- 
mitted having auditory hallucinations. She said that all the pa- 
tients seemed to know about her relatives and that they were talk- 
ing all day long of her uncles and aunts. She would not reveal any 
hallucinatory content except to indicate that she believed her Uncle 
A. to be dead; she denied that the voices she heard were derogatory 
in any way or that any references were made to her or to members 
of her immediate family. She now attributed her catatonie inac- 
tivity to absorption with her hallucinations and said, ‘‘I was never 
one to talk back.’’ 

The girl said, too, that she felt very ‘‘babyish’’ and as if she 
were dead. She asked why she felt so weak, said that it appeared 
to her she had no blood. She inquired, however, whether this idea 
and the voices could be imaginary. She was concerned because of 
her facial skin condition and often asked whether the treatment she 
was receiving would clear this up. She continued to be much con- 
cerned, too, with returning home. Time and again, she said, erying, 
‘‘T am homesick, and that’s the whole trouble.’? Repeatedly, she 
asked if her parents were coming to visit her, if her sisters might 
accompany them. Often, she complained that there was great con- 
fusion about her, but she insisted that she was perfectly well and 
detained without cause. Slowly, the girl started to gain insight. 
At first, she said that if it were true she was in a hospital, she must 
be ill; and she asked if she were getting better, adding, ‘‘I just 
have to get well.’? Soon after this, she said she had been taken to 
Bellevue because she did not sleep, that she could not sleep because 
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she was afraid, and that she was afraid of one man who threatened 
to kill her father. This fear and loss of sleep, she said, brought on 
her illness. She admitted that the fear continued but completely 
refused to elaborate on this trend, insisting then that her inability 
to sleep was due merely to the fact that she did too much home- 
work. She said that for a long time she had been staying up until 
3 0’clock in the morning. However, she added, ‘* That was noth- 
ing. I love my work.’’ She then offered the suggestion that worry 
had been the cause of her illness, saying that she had drawn some 
silhouettes which were sent about the country. ‘‘I knew I’d prob- 
ably get my work back, but 1 worried about it.’’ She pointed out, 
then, that she had been unhappy because she did not like the places 
her school had sent her to for employment, and that she was wor- 
ried because she could not find a satisfactory position soon enough. 

Kleanor admitted that she had had another very serious worry. 
**Of course, | wouldn’t be here if I didn’t have a worry on my 
mind. It was probably more strain than I could take.’’ This con- 
flict, however, could not be reached at all. Every attempt to do so 
deepened her stupor quickly. 

At the end of April, sodium amytal medication was discontinued. 
The patient reverted almost at once to a condition of emotional 
poverty and inactivity. She was very retarded, inhibited, often 
immobile. She stared fixedly and, whenever interviewed, offered 
silent lip movements, mumbling sounds, indistinguishable whispers. 
Her daily walks were continued, but these had little apparent effect 
on her outward behavior. Toward the end of the month, she was 
put to work in the patients’ dining hall. For several days, she re- 
quired constant supervision, but, therealter, performed her duties 
automatically and slowly but well. 

In early June, Mleanor made a very notable improvement, inso- 
far as her conduct on the ward was concerned. She showed much 
more activity and interest in her surroundings and started to min- 
gle freely with other patients. Her improvement continued and, by 
early July, was marked. 

When improvement became apparent, an attempt was started im- 
mediately to obtain the girl’s ideational content during the psycho- 
sis. For several weeks, the patient showed great reluctance in co- 
operating toward this end. During this time, although she was in- 
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creasingly active and talkative on her ward, she would become very 
much inhibited whenever interviewed, would seem unable to gather 
enough effort to talk, and would stop in the middle of sentences. 
Her words were so softspoken as to be scarcely intelligible. The 
slightest touching upon the cause of her illness would bring about 
the immediate return of a stuporous state. 

At the end of a month, it became possible to converse more freely 
with her. She, however, still showed a considerable reluctance to 
discuss what she called her ‘‘nervous breakdown,’’ and—except to 
say that she had been working too hard and had been discouraged 
because all of her efforts seemed to be of no avail—insisted that she 
had a complete amnesia for the illness. 

Finally, Eleanor agreed to divulge her ‘‘chief worry.’’ With in- 
creasing display of emotional tension up to the point where she was 
almost completely overwhelmed, and with repeated blocking and 
consciously strenuous attempts to evade discussing the situation, 
she very gradually brought herself about to reveal that she had 
masturbated. Soon afterward, she said, ‘I guess I shouldn’t be 
saying these things, but you want to know so I am telling you the 
truth.’’ She did not recall well for a time, insisting that much of 
the information wanted was hazy to her. Gradually, she recalled 
more and more; and though it affected her visibly to talk she 
showed increasing willingness to do so, and it later became ap- 
parent that she was trying to give all information possible. She 
gave much of this in piecemeal fashion, with deep reflection, quite 
like one who seeks to remember the happenings of an unclear 
dream. She indicated, in fact, that her experiences now appeared 
to her to have been a long nightmare, fantastic, with imagery. 

The following deals with her retrospective description and in- 
terpretation of her personality, strivings, conflicts, the onset of her 
illness, her experiences therein and recovery. 


RETROSPECTION 


After entering art school, Eleanor had continued to receive at 
home every consideration to enable her to carry on her studies 
without interruption. The family hurried to comply with her 
slightest request. She was regarded as too much wedded to her 
work to be asked to assist with the ordinary household routine. She 
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enjoyed immensely the heights to which her reaching for a career 
had elevated her. She often talked of her aims, and ambitions, 
usually only to her mother and older sister, but otherwise revealed 
little of her inner mental life. 

The girl became increasingly reserved when, during the first art 
school semester, she commenced to masturbate and believed herself 
to be a lone victim to the vice. She became very secretive about sex- 
ual matters and feigned inattention and ignorance when these were 
discussed in her presence. She was uninterested in marriage in 
the immediate future. She had no close friends of the opposite sex, 
but whereas she had formerly been natural in the presence of men 
she now showed shyness, timidity, excessive modesty. Her de- 
mand for neatness, cleanliness and perfection increased, and she 
moralized on the behavior of other girls. Outwardly, she continued 
to appear jolly, of a cheerful disposition, placid and even tempered; 
but, inwardly, she brooded, had a tendency to anxiousness and fore- 
boding, became overly submissive, cowardly and easily frightened. 
She reacted strongly to disappointment. She tended to shirk, 
evade and procrastinate. She became more than usually sensitive 
and was easily offended, she saw slights where none were intended 
and held grudges for long periods. She felt inferior, adapted her- 
self poorly to new situations, began to become distrustful of other 
persons. She became increasingly selfish and passively stubborn, 
indulged in self-pity and craved sympathy. Only at her piano, be- 
cause of her high ability, did she lose to some extent her feeling of 
inferiority. 

During Eleanor’s two years at art school, whenever there was 
too much confusion of any kind, her mind became ‘‘muddy,”’ and a 
severe headache would follow. For a year preceding her commit- 
ment, she was never without a dull, frontal headache. During this 
period, she would have frequent nightmares in which, she recalled, 
she was erying or running away from somebody. She became in- 
creasingly quiet. Repeatedly, she refused invitations of friends, 
who then ceased showing interest in her; and she felt, consequently, 
that she was no longer liked. She reasoned, however, that since 
she was getting along so well with her schooling, she did not need 
many friends and, moreover, she had her sisters’ company when- 
ever she wanted it. She refused to join a sewing club of which her 





POMPEO MILICI, M. D. 51 


14-vear-old sister was a member despite the latter’s pleading. She 
would not even attend any more the monthly meetings of the so- 
dality. Only with great reluctance, would she accompany her fam- 
ily anywhere. 

“Shortly after the start of the school term in October, 1940, the 
girl found increasing difficulty in developing new ideas for her 
work. It seemed to her that she wasted a great deal of time and 
effort and that there was never time enough for her to accomplish 
her different tasks. She began to worry and to lose her self-confi- 
dence when in her classes. Nearing the end of the school course, 
she became tired of answering the many persons who questioned 
her as to whether she had obtained a position. She wanted desper- 
ately to work, to make good. She felt that since she had had such 
training, much more was expected of her than of her sisters. She 
felt increasingly obligated to the uncle who had financed her school- 
ing and wanted to repay him, particularly at Christmas time when 
he gave the check for tuition to her older sister, instead of to her 
as was his custom. She felt he had offered it grudgingly. Advice 
poured at her from all directions, and she tried to listen to all. 
She began to become badly confused, did not know whom or what 
to believe, what to do. She felt that efforts to encourage her were 
merely bluffs, that the school authorities were lying to her, that all 
were against her. She began to fear going to the school to ask for 
work which she had done and which she needed for samples on her 
interviews. She lost interest in her piano and when requested to 
play did so reluctantly and devoid of enthusiasm. ‘‘Inside me I 
wanted to go into a corner and ery.’’ She no longer made use of 
cosmeties and paid little attention to her hair, which seemed life- 
less to her. She would become greatly confused in crowded stores 
and refused to go for new clothing. 

The week before Christinas, the patient’s mother’s father died. 
She attended the funeral, her first funeral, felt deeply grieved but 
did not weep. In January, she was sleepy a great deal of the time, 
would rush to bed ‘‘to bury my troubles,’’ but she found it diffieult 
to relax and rest. She lost her appetite, her weight decreased 20 
pounds and she looked noticeably ‘*run-down.’’ She reacted with 
tantrums if her sisters annoyed her as she did her home work and 
finally even refused to go out on walks with them. She would not 
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speak to company, she felt that she was too confused to make con- 
versation, and she believed they visited only to learn what was 
going on. 

At the end of January, the art course was completed. Eleanor 
was now visibly upset; she jumped nervously at noises. She began 
to scratch her head, bite her fingers and pull her hair. She had 
erying spells. Her father observed her anxiously and this made 
her uneasy. Worried about her masturbatory activities, suddenly 
fearful she had somehow injured her virginity, she finally confided 
in her mother, insisted upon an examination by a physician. The 
latter treated her brusquely, told her, ‘‘I know where to send girls 
like you.’’ She was stunned, 

‘*T was afraid now even to turn my head, suspicious that even 
babies knew what I had done.’’ The girl felt that she was a sinner 
against God, that the church had turned against her, and was very 
much afraid of what the church might do. She reacted fearfully 
when visited by a priest and nuns, and thought she would have to 
become a nun. She felt that she had wronged her family, was 
overly sensitive to all its conversation. She went to church but 
eould not sit still, could not pray. She was taken to a theater by 
her sister but was restless, uninterested in the picture, cried 
throughout and said, over and over, ‘‘Do you think I should have 
taken that job?’’ Her body felt heavy and shook with chills. 

Her father continued to study her. She felt then that the mother 
had divulged her masturbatory practices to him and that conse- 
quently he wished to kill her. She worried lest Mr. C.—whom she 
had long feared, associating him with the person who had molested 
her sexually—would try to prevent her father’s killing her by kill- 
ing her father. Fearfully, she objected to his leaving the house. 
She was afraid that her sisters would be harmed. She felt ‘‘like a 
mouse that was being continually watched,’’ thought everyone was 
seeking a chance to kill her. She would not look out of the win- 
dows, for fear someone would shoot her from behind a tree. She 
thought that Mr. C. was in the cellar and elsewhere in the house 
and about the house, and that WPA workers on the street were 
detectives. She believed her radio was connected with the outside 
and was afraid to play the piano for fear a record would be taken 
of the playing. She would not answer now when her mother ques- 
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tioned her, showed no interest in anything anyone said, and was 
very quiet, though easily startled. For several days, she kept to 
her bed, was confused and wanted to be left entirely alone. She 
would become afraid when she looked into the mirror; her face 
seemed too pale and suggested death. 

She now became completely futile and hopeless. She felt that 
she had not learned anything in school, that she would never make 
her way in life. She began to hate herself and could no longer 
face the people about her. She felt that everything she had been 
looking forward to had collapsed, that she was ‘‘up against a stone 
wall,’’ that ‘‘everything had stopped,’’ that she could not go ahead 
any more. 

On the day before she was taken to Bellevue, her sister asked her 
to play ‘‘Will You Remember Tonight Tomorrow?’’ She did so 
and sang, thinking she was made to do so purposefully, that she 
was to be killed the following night and that a record of her music 
was wanted by her family. She believed that each song her sister 
placed before her was placed purposely so that she would read the 
title. It was with great difficulty that she was persuaded to play 
or sing. That night, she did not sleep at all. Her parents took 
her to bed with them. She heard noises about the house, was fear- 
ful. She thought harm had befallen her sisters, finally insisted 
upon entering their bedroom and—seeing them asleep—believed 
them to have been gassed to death. At 3 a.m., Uncle T. was sum- 
moned; he was very gruff with her and told her that Uncle A. was 
very ill ina hospital. She did not believe this and was certain now 
that Mr. C. had possession of her uncle and that he was waiting to 
hear what she would say. An ambulance arrived soon, and her 
father accompanied her to Bellevue. She was in a state of intense 
fear, certain that she was on her way to her death. 

At Bellevue Hospital. She was exhausted yet wildly excited and 
resistive, her mind racing furiously. She was put in a small room 
which had only a mattress on the floor. She screamed, pounded on 
the door, tried to climb out of the window. She thought she saw 
fumes entering through small openings in the wall, was certain she 
was being gassed. She thought she was in Hell. She feared the 
mattress and kept walking in circles around it until she was so 
faint she could not stand. She slept not at all, stared out of the 
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window, was certain a scandal had been made of her doings and 
that this was widely published. She thought her mother was in an 
adjoining room, since she heard her voice calling to her, saying, 
**What’s the matter? What did you do? Speak, Eleanor, don’t 
be afraid.’’ She heard the voices of her cousins shouting, accus- 
ing her of having brought about Uncle A.’s death. 

At dawn, Eleanor entered a day hall with other disturbed pa- 
tients. This, she felt, was surely purgatory. She was dazed. She 
was afraid to talk, believing she would be heard elsewhere through 
the radio. She searched for members of her family, certain they 
must be present, since she continued to hear them calling to her. 
She screamed repeatedly when she could not locate them, made tre- 
mendous efforts to get out through every door. Attempting to fol- 
low a nurse into an adjoining room she had hallucinations that the 
latter’s voice was telling her she could not do so, that this was a 
torture chamber for her mother. 

Because of the girl’s incessant activity, tub therapy was insti- 
tuted. She resisted fearfully, thinking she was to be drowned. 
Gradually, the sedative hydrotherapy quieted her, but she con- 
tinued to be dazed. She misinterpreted the screaming of others as 
coming from members of her family, and decided they were being 
tortured. She stared at the charts on the walls of the tub room, at 
the polished door knobs and shiny pipes and at the windows; and, 
in these, she saw ‘‘pictures’’ of horrible occurrences to her family. 
She visualized her mother drowning in her bathtub at home, saw 
her tortured by Mr. C., the father watching, mute and indifferent. 
She visualized her sisters, tied to kitchen chairs, unable to assist 
her mother. The mother’s hair was pulled, her body bruised. Mr. 
C. then set fire to the house and the flames engulfed it with abnor- 
mal slowness, the family within howling with pain, Mr. C. flogging 
each member unmercifully. The family, still alive, was then ear- 
ried out of the house. The mother was hanged by the neck, lifted 
to a great height, then slowly lowered into the ground. The rest 
were similarly buried alive. The father emerged from the earth 
and erected a wooden cross on each grave. For a brief interval, 
all heads were visible emitting piercing shrieks, then slowly they 
retired into the ground and ‘‘seemed to cover themselves. ’’ 











POMPEO MILICI, M, D. DD 


Eleanor then ‘‘saw’’ her mother, heavily veiled, dressed in black, 
on the street beneath her window, and felt that she had somehow 
escaped. The mother appeared to be searching frantically for her. 
She heard her shouting, calling her, and she screamed in return to 
advise her of her location and to beg to be saved. 

Telephone linesmen were working in the street. She ‘‘saw’’ them 
torturing her mother, her father again a mute spectator. They 
put a long cable around the mother’s neck and kept pulling her up 
and then lowering her into a manhole from which fire emerged, 
with the mother screaming to her husband and to Eleanor all the 
while. The mother began to bleed, and soon biood streamed out of 
every pore until she was a mass of red. ‘*She was sweating blood.”’ 
A truck then towed the mother away as she was being dressed in 
white by Mr. C. and her husband. 

When Eleanor’s parents visited her, she would not talk to her 
father, angry that he had taken her to ‘‘ Hell.’’ She was afraid to 
ask her mother about the mother’s experiences, fearful, since the 
mother appeared to be quite well, that the question would not be 
understood. It was a great effort for Eleanor to speak. She in- 
quired only as to Mr. C.’s whereabouts. 

The patient ‘‘saw’’ her Uncle A. threatened by Mr. C. Many of 
the former’s friends and relatives surrounded him; and C. had a 
gun and knife. Eleanor was to decide the manner of the killing. 
Vaguely, she recalled use being made of both weapons. Then, she 
‘*saw’’ the uncle lying dead in a coffin laden with flowers. This 
was ‘‘brought’’ to the tub room for her to see at close range. She 
concluded now that he had sacrificed his life for her. She saw his 
funeral procession proceed to the grave. Ata distance and in min- 
lature, but vividly, she ‘‘saw’’ her parents and sisters in similar 
coffins. 

She felt that she had disgraced her family and was very much 
ashamed. She ‘‘saw’’ three priests surrounded by fire on an ad- 
joining roof. She would not talk to a priest who visited her. She 
kept thinking she would either have to become a nun or die. She 
resisted spoon-feeding, fearing poisoning. She retained urine until 
she was distended. Her feet tingled with electrical sensations as 
she walked, and she thought the floor was draining her dry of blood, 
which ‘‘dripped through the building into the ground.’’ She danced 
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with an old woman to the accompaniment of an accordion, believed 
the musician to be the dead husband of a cousin and decided she 
was in Heaven. She thought that all of the boys and girls from 
her parish and those who sang in the choir were present. She 
thought the bed next to hers was occupied by a boy, formerly a 
neighbor, who had been dead for a year. Then she thought she 
was dead. She ‘‘saw’’ herself at home in a coffin, encircled by her 
people and relatives. The transfer from Bellevue to Kings Park 
was the funeral procession from the ‘‘church”’ to the ‘‘cemetery”’ 
or convent, and she was to live, ‘‘If it was life,’’ in Kings Park 
forever. 

At Kings Park State Hospital. Wer body seemed stiff, heavy, 
weak, cold. Her frontal headaches continued. Her mind was 
blurred, slow, numb. She was very bewildered and indecisive. She 
walked as if in a dream. She had almost completely forgotten 
everything about her life, could not picture what her parents, her 
sisters, her home, and she herself, looked like. She felt she was a 
different person, that she was two persons, one here, one elsewhere. 
She could not understand, and was confused by, the activities 
about her. When, in an effort to have her talk, Eleanor was asked 
her name and the names of those about her, she could not under- 
stand. She thought it had been decided that she had forgotten her 
name or that the others had forgotten theirs. She felt entirely un- 
able to take care of herself. For a brief period, the girl believed 
she had leprosy. At the same time, except for a delusion that she 
was pregnant when her menses failed to appear, she believed her- 
self to be in no need of treatment. 

The patient felt that she was ‘‘dead but living’’ and, since she 
was living, was still to be killed because of her masturbatory habit. 
‘*T couldn’t understand for one minute how on earth I was dead 
and still alive.’’ She pulled her hair to ascertain if she were dead. 
She resisted being undressed and being put to bed, thinking nightly 
that if she fell asleep she would never again awaken. With this, 
she had an idea she would never die. Since she was dead, yet 
alive, she reasoned at times that she was in Heaven, at other times 
that the hospital was a cemetery. Yet again, she thought she was 
in a convent and feared that she would have to become a nun. 
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It seemed to her that most of the people about her, particularly 
the elderly women, were angels related to her, or former friends. 
‘‘Their features were familiar but the bodies changed.’’ She felt 
that everything and everyone had something to do with her getting 
well. She was grateful for this. On the other hand, she thought 
she was being punished by her parents. She felt at times that all 
about her were against her, that she was under constant observa- 
tion, that all were reading her mind and knew of her masturbation. 
When, in March, on her way to the dentist for treatment, she was 
led through a tunnel she thought she was walking her ‘‘last mile,”’ 
that she was to be electrocuted in a rocking chair she saw in the 
distance. When she got by the rocking chair without harm, she 
was certain that the treatment by the dentist was the beginning of 
her punishment by death. To her, at the time, ‘‘It all tied up 
beautifully.’ 

But, hostile or friendly, all persons about the girl were ‘‘dead’’ 
also. Death was everywhere. Her parents and sisters, when they 
came on visits, were ‘‘dead.’’ All living things seemed changed, 
dead or unreal. The plants, the trees, looked still and dead. Clothes 
walked about stuffed with bodies. Dead heads, feet and hands 
emerged from clothing which, otherwise, contained nothing—or 
perhaps covered some kind of machinery. People were made up 
with parts of different people. Her own exposed parts of the body 
appeared to her to stop at the borders of her dress. The wards, 
the buildings and grounds, the outside world, looked like a stage 
setting. Snow appeared to have been manufactured as if for a 
play. Long Island Sound seemed to be a painting. 

Eleanor believed all occurrences in the environment to have spe- 
cial reference to her. The newspapers seemed to be printed pur- 
posely in a mixed-up manner to confuse her, and she saw, in the 
printed pages, references to her plight. The radio programs ap- 
peared to be jumbled up. She thought special announcers were 
hired to influence and frighten her. News concerning suicides and 
disappearances, she referred specifically to herself. Many of the 
happenings, she related to occurrences of her childhood. ‘‘I very 
much went back to childhood. I felt like a baby, a seven-year-old.”’ 

The patient felt she was being ‘‘televised’’ by means of electric 
light bulbs and windows and that the sun—whose rays seemed to 
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encircle her as if directed from a huge flashlight—was a camera 
which followed her. She thought that when it was daytime in the 
hospital, it was night in New York City. Not seeing the attendants 
eat, she decided they lived through the eating of food by others. 
With the return of her menstrual period in April, Eleanor devel- 
oped the idea that blood was being transferred from patient to pa- 
tient through the mattresses. In the notes of the piano, the huin 
of the sterilizer, the scuffle of feet, the moving of furniture, the 
clanging of dishes, she heard a voice which she believed was di- 
rected to her by her priest saying, ‘*‘ Kleanor, speak to me.’’ 

The patient said that the walks on the grounds, her piano play- 
ing, the work assigned her in the dining hall, helped her recover. 
The walks ‘‘put some life into me.’’ They made the girl ‘‘feel 
free.’’ For a time, her fingers and arms felt stiff, and she seemed 
to have forgottent how to play the piano. Playing brought back 
tender memories, sometimes made her laugh, sometimes ery, but 
altogether aided in arousing her from her apathy. In the dining 
hall, she found herself among many active and talkative people. 
Her work was of an increasingly complicated type. She had tasks 
that had to be performed on schedule, and she was at times placed 
in situations where she felt she had to reply. Thus, on occasion, 
she started to make some sort of answer to questions. ‘‘| became 
tired of being asked to talk.’’ 

Eleanor was mute at first, she said, probably because she had 
screamed so much in Bellevue that her voice was exhausted. Then 
she thought there were hidden microphones everywhere, that the 
radio was connected with radios in her home and elsewhere, that 
a record was taken of everything she said, that her talking would 
be a means for anyone looking for her to find her. For this reason, 
the patient was often reluctant to play the piano. At times, when 
she did want to talk, she could not. The muscles in her neck felt 
stiff and tense. ‘*My voice wouldn’t come out. It was just like in 
adream. Maybe it was fright.’’ Often, she was afraid of her own 
voice. ‘‘I had forgotten what it sounded like.’’ She was afraid, 
too, that she might say something which would prevent her event- 
ual release. Later still, she felt that she did not want to talk. ‘‘I 
was so used to not talking that I couldn’t see any sense in it.”’ 
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However much the attention given the patient, or any other fae- 
tor, helped her, the real turning point in her illness came in early 
June when the father brought her a newly-taken picture of her 
home, with roses from the garden. ‘‘l broke. I wept as I never 
wept before. I had thought the house was destroyed. I recognized 
the roses, the house; and for the first time I knew I was alive.’’ 
Her improvement thereafter was visible daily. She quickly re- 
gained her normal weight. To the patient, it seemed as if she were 
slowly brought back to life. She was paroled in August with the 
following statement by the clinical director, ‘‘ lf dementia praecox 
is recoverable, it is felt that this girl might be so considered.”’ 


Discussion 

Intense emotional shock may deprive an individual of even ele- 
mental perception, transforming him into an automaton, into a 
state of psychological syncope (as described by Dejerine). Such 
a state of stupor, with immobility and arrest of ideational pro- 
cesses, is one of the most striking reactions to psychic trauma. 
There is, in this reaction, a marked similarity to the instinctive im- 
mobility reaction exhibited by certain animals confronted with a 
life-threatening situation. This ‘‘immobilization reflex,’’? observ- 
able throughout the animal kingdom, exhibits all variations from 
mere hiding to hypnoidal, stuporous states. 

So, too, this ‘‘reflex’’ is seen in our catatonic patients who hide 
in dark corners, who wedge themselves into all sorts of places, and 
whose negativistic behavior, so like that of a perverse child, is 
openly a rejection of contact with the external world. In complete 
rejection, they enter hypnoidal states, regress profoundly to stu- 
por. The catatonic stupor, too, is often very obviously a feigning 
of death to escape disagreeable reality. It, too, is a ‘*sham-death 
reflex,’’ a falling back to an ontogenetically-preformed pattern, a 
biological defense reaction. Not infrequently, the stupor clears up 
rapidly when the inimical situation is removed. As in the catalep- 
tic animal, there is a ‘‘ return to life.’’ 

But while the catatonic reaction, like animal catalepsy, may ap- 
pear to be entirely impulsive, instinctive, atavistic, there may also 
be present a conscious rational motive. It could almost be said 
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that the catatonic deliberately regresses to a phylogenetically older 
mechanism, that he intellectualizes an attempt at a lower type of 
adaptation. Preceding, during, following the acute manifestations 
of the disorder, also in the chronic course, one frequently comes 
into contact with statements such as these: ‘‘I was tired of things, ’’ 
‘*T couldn’t see any happiness in the world,’’ ‘‘I didn’t care to 
live any more,’’ ‘‘] didn’t want to think or hear or remember,’’ ‘‘I 
don’t like your world,’’ ‘‘I have nothing to live for,’’ *‘ All is lost,”’ 
‘*T want to die,’’ ‘‘I am dead.”’ 

A catatonic woman catapulted herself from a second-story win- 
dow and was thereupon committed. She explained that she had 
wanted to ‘‘knock myself out’’ so that she would be unable to feel 
the tortures with which her hallucinations threatened her. She 
insisted she wished to die. There followed then a long period of 
stupor. When she finally talked, she said she wanted to forget en- 
tirely her every association with her husband. She declared she 
had not married him, that he was dead. Whenever asked to write 
her name she would usually write only her first name, placing an 
overly large period after this, or she would give her maiden name. 
She hallucinated men as sexless busts. Visited by her husband, she 
returned to stupor. This was clearly a flight from him. ‘‘ Please 
give me paraldehyde,”’ said another catatonic patient recently to 
the writer during an interruption of her stupor. ‘‘Why?’’ ‘*Be- 
sause I want to go back to sleep.’’ ‘‘Why?’’ ‘‘ Because I want to 
go back to my graveyard.’’ ‘*‘Why?’’ ‘‘Because when I am dead 
nothing can bother me.”’ 

The abnormal constitutional make-up enveloping the catatonic 
reaction type is, of course, the most important factor. Then, in re- 
action to stress which may be physical or chemical but is usually 
psychic or social, a sexual assault, the loss of a lover, engagement, 
marriage, childbirth, the death of a loved one—often in effect the 
addition of one more burden, making the effort for adaptation in- 
tolerable—there occurs a ‘‘splinting’’ of the mental processes. 
This is, more or less, an immobilization of mentation, volition and 
emotion, a reactive psychic defense, a flight into disease which of- 
fers a shelter for self-protection, an evasion of the life situation. 

There are many striking similarities among stupor, sleep and 
death. In the psychopathology of everyday life, there is a turning 
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to each as a flight from burdensome life. Sleep is, itself, a regres- 
sion. Normal sleep is a normal regression. But the increased de- 
sire to sleep, so often evidenced at the onset of a psychosis, an in- 
dication of failing adaptation, is pathological, and stupor is but 
one step beyond. Stupor, like sleep, is attained through an inhibi- 
tion of the higher cortical centers, the psychie superstructure. 
There is a gradual narrowing of the field of associations, an in- 
creasing apathy to the external world. In both stupor and sleep, 
the apathy, the absence of conscious thought may be apparently 
complete. But, in neither, is there full freedom from thought and 
emotion. Intervals of ‘‘mental vacuity’’ are interrupted by hal- 
lucinatory experiences. In the sleeper, these are dreams—in which 
unconscious strivings make their appearance—which absorb him 
completely and to which the inner reaction may be violent. So it 
is in stupor. The dream-like character of the mental activities 
‘annot be denied. Patients, themselves, remark on this. ‘‘I see 
and | hear ‘dreaming.’’’ ‘‘It was very fantastic, like a night- 
mare.’’ As in the dream, there is symbolization, condensation, dis- 
tortion, dissociation. There is often a vanishing of the ideational 
material on ‘‘awakening,’’ just as a dream ‘‘vanishes,’’ so that, in 
many cases, there is amnesia for the subconscious experiences. 

Catatonic stupor may then be looked upon as a psychogenic re- 
action type, an abnormal escape from the demands of life, oceur- 
ring in immature, inferior personalities confronted with situations 
for them oversevere. When life becomes unbearable, when it seems 
impossible to go on, when there is no other avenue of escape, there 
is regression. It is not unnatural that thoughts turn to release 
through death, that in these cases, there occurs a psychological sui- 
cide, a thorough dissolution of the ego, a profound regression to 
stupor. 

Discontent, discouragement, despondency, hopelessness in out- 
look, unwillingness to continue the struggle of life, regression, sym- 
bolization of death—this is the formula of stupor reaction. 


Kings Park State Hospital 
Kings Park, N. Y. 








SOME SHAKESPEAREAN CHARACTERS IN THE LIGHT OF 
PRESENT-DAY PSYCHOLOGIES 


BY IRA 8. WILE, M. D. 

During the Shakespearean age (1564-1616) there was no science 
of psychology. The word ‘‘mind’’ had not been actively employed 
until 1523 and Shakespeare used the word but four times. The 
word ‘‘mental,’’ originating in 1526, had the connotation of some- 
thing carried on or performed by the mind. The word ‘‘psychol- 
ogy’’ found origin in 1693 with a definite meaning: ‘*The science 
of the nature, functions and phenomena of the human soul or 
mind, ”’ 

During Shakespeare’s time, the Bethlehem mental hospital was 
practically the only one existent and it is not without interest that 
Henry VIII had'‘taken it from the monks and presented it to the 
City of London for conversion to an asylum 17 years before 
Shakepeare’s birth. It is readily understandable, therefore, that 
Shakespeare could gain some familiarity with the mentally ill and 
more especially because the ‘‘queer’’ and the moderately psychotic 
were not secluded in institutions unless their symptoms became ac- 
tively dangerous. And one can recognize the bard’s familiarity 
with varied mental disorders as the result of his observation of 
the Toms of Bedlam whom he could so frequently find wandering 
over Lincoln Inns Field. 

Aristotle employed the term ‘‘psyche’’ to indicate the soul or 
principle of life, and the term underwent no practical change in 
connotation until the days of Descartes, Hobbes and Spinoza. 
Shakespeare’s use of the word ‘‘mental’’ is differentiated from its 
use as a concept in psychology, although it involved some specific 
values of mind which are recognized in modern psychology. Thus 
we find Shakespeare using the word mental as the general intel- 
lectual power of the mind. 

‘“What a mental power, This eye shoots forth’’ (7. of Athens, I-1-31) 


Mind implies the soul or mental power as opposed to the body. This 

embraces sentiments and feelings, thought and reflection, memory, 

desire, purpose and will. He employs mind as indicating purpose. 
‘‘Say your mind to him’’ (All’s Well, II-1-98) 
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Mind as representing thought: 
‘‘My mind is changed’’ (Rich. II], 1V-4-456) 
Mind as indicative of ideas: 
‘«  . . What is thy mind 
That makes Thee stare thus?’’ (Cymbeline, I11-4-4) 
Mind as expressive of attitude: 

‘¢And frame your mind to mirth and merriment 

Which bars a thousand harms and lengthens life’’ 

(Taming of the Shrew, Ind. 2-137) 

Modern psychology has divorced itself from the theory of spe- 
cific faculties. It concerns itself with the mind in action as a 
whole. Men’s behavior is accepted as a revelation of the forces ly- 
ing behind it. The surface expression is determined by an under- 
lying series of reactions that enter into it, but their nature can 
be ascertained only by a penetration below the superficial activity. 
This concept finds expression in Shakespeare’s use of the word 
‘‘behavior’’ although he did not link it up specifically with mind 
or mental activity. The actuality of this modern concept is latent 
in such expressions as the following. 

‘‘The behavior of the young gentleman gives him out to be of good eca- 

pacity and breeding.’’ (Twelfth Night, 111-4-203) 

‘‘Here he comes, and in the gown of humility: mark his behavior.”’ 

(Coriolanus, 11-3-45) 

‘Which gives some soil to my behaviors.’’ (J. Caesar, 1-2-42) 

During the 19th century, psychologists were wont to consider 
the mind as a separate entity; and their writings emphasize the ex- 
istence of several faculties, as the intellect, emotions, and will. Each 
of these faculties was treated as if it possessed an independent ex- 
istence and as if each controlled a certain group of phenomena 
without mutual reference or reciprocal action. This viewpoint has 
been discarded and replaced in psychology of the present day by 
the view that the organism functions as a whole. In practice the 
phase of the organism ordinarily termed the mind is arbitrarily 
deemed to offer a specific focus for viewing and evaluating the or- 
ganismic reaction. Thus the mind and body are no longer viewed 
as separate and distinct elements but merely as different aspects 
of a living organism. The unity of behavior is assumed in terms 
of an integrated activity. Man is regarded as an adjusting or- 
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ganism with inherent capacities to adapt himself, successfully or 
unsuccessfully, to the rapidly shifting or increasing complexities 
of his particular world. This involves a certain vagueness, but, 
nonetheless, it represents man as being more than the sum total of 
his psychic and somatic parts. His overtly revealed psychology 
may be observed from moment to moment, but it cannot easily be 
reduced to a consistent formula. This is in harmony with Shakes- 
pearean concepts, as becomes clear when one tests them pragmati- 
cally to determine their relative value in the light of current sys- 
tems of psychologic thought. 

The flight of time accompanied by the rise and fall of theories 
concerning man, his constitution and his potentials, has not altered 
the essence of man himself. His social veneer is thin and cracks 
easily. Man is still man, and he manifests his character and per- 
sonality as a living organism endeavoring to solve personal prob- 
lems in harmony or conflict with his relatively constant instinctive 
urges and his labile variable social environment. As a supreme 
presenter of characters and personalities Shakespeare wrote not 
merely plays with graphic literary delineations of types of persons, 
but plays that offer a thorough revelation and truthful exposition 
of the dynamics of living. His writings evidence a clear apprecia- 
tion of the interacting forces that enter into relations—and the rel- 
ative psychological distinctions these forces elicit between James’ 
tough and tender-minded. 

Whether one is interested in man’s place and function in tragedy, 
comedy or history, one finds in Shakespeare a broad general knowl- 
edge of specific behaviors and intuitive reactions. He follows and 
records the stream of human activity as it flows with varying foree, 
power and direction. All theories concerning the source of the 
stream, its rate of flow and the differences between the superficial 
and deeper currents may be changed a hundredfold, but the stream 
continues on its course. Man’s functions and relations are undis- 
turbed by theories concerning them. Identical actions may be ac- 
counted for by any one of several theories, as is evident from the 
simple fact that each age makes its own self-satisfying interpreta- 
tions of facts and causes, while historians of different decades dif- 
fer widely in establishing accepted motivations of persons on the 
contemporary scene. 
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An analysis of Shakespearean characters in terms of any spe- 
cific theory should reveal not so much the truth of the theory as 
the validity of the characterization. A theory may be true or it 
may not be true, but it may take on the color of truth when one 
finds that an analysis of specific characters yields material indica- 
tive of the reasonableness of the theoretical formulations. In this 
sense, therefore, it may be helpful to apply new psychological meas- 
ures to old literary content. Dried corn taken from tombs of an- 
cient Egypt has been tested for viability. There have been re- 
constructions of primitive man from the study of a few bony frag- 
ments. Man writes the story of the stars from meteorites. Im- 
munity continues, but theories of immunity are changed. Sodium 
combines with chlorine, regardless of altered theories of atomie 
structure. Man reveals his character and personality and these 
portray him—but they may be accounted for variously, according 
to accepted principles, beliefs or theories. 

Kach character of Shakespeare reflects an interaction of an in- 
dividual with elements of the environment outside and inside him- 
self. Each character not only constantly gives evidence of stimu- 
lus and response reactions, but further supports Lewin’s topologi- 
cal formula B (behavior) =f'S. This brief equation may be ex- 
tended so that S (situation) is resolved into P. EF. (personality- 
environment), Mach situation contains the personality of the in- 
dividual and certain environmental factors. It is evident that the 
personality permeates the environment to some extent just as the 
environment impinges upon the personality. Here also we estab- 
lish the basis of a Gestalt principle, namely, that the part gains its 
meaning only by virtue of its relation to the whole, 

‘’o understand the character of Woolsey in King Henry VIII, it 
is necessary to appreciate that, at the time depicted, society was in 
transition. Woolsey’s character as presented gains broader mean- 
ing in relation to his whole nature, as his nature is revealed in evo- 
lution during the period of transition. One sees many ambivalent 
traits that are variously expressed in degree. For example, during 
the period of his prosperity and success, he appears as a grasping, 
supercilious, capable and courageous lord, but under the impact of 
adversity and frustration he speaks as a liberal—parasitical, help- 


JAN.— 1942 Ik 
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less and timid. One notes the interplay of two elements that reveal 
configurational value, the crafty, proud Cardinal serving God is 
contrasted with the frank, abject priest protesting his services to 
man. 


The language of the play clarifies the contrasts. Queen Cather- 
ine describes Woolsey thus: 
‘“My lord, my lord, 
I am a simple woman, much too weak 
To oppose your cunning, you are meek, and humble-mouth’d; 
You sign your place and calling, in full seeming, 
With meekness and humility, but your heart 
Is cramm’d with arrogancy, spleen, and pride. 
You have, by fortune, and his highness’ favor, 
Gone slightly o’er low steps; and now are mounted 
Where powers are your retainers: and your words, 
Domestics to you, serve your will, as’t please 
Yourself pronounce their office. I must tell you, 
You tender more your person’s honor, than 
Your high profession spiritual.’’ (K. Henry VIII, 11-4-105) 
Later, after Woolsey has betrayed his King, he carefully hedges 
his utterance, as he fears to lose his accustomed favor with the 
King. He makes overt pretence of loyalty and implies that he is 
an obedient subject. After his 


se 


. . account 
Of all that world of wealth I have drawn together 
For mine own ends.”’ (1IT-2-210) 


falls as an inventory into the King’s hands, as does a letter that 
the Cardinal had written to the Pope bidding him reject the King’s 
divorce, Woolsey comments: 

‘*. . . I shall fall 


Like a bright exhalation in the evening, 
An’ no man see me more.”’ (111-2-225) 


Then one sees his further reduction, 


sé 


. . Some strange commotion 

Is in his brain: .. .’’ (1TI-2-112) 
before he bids ‘‘a long farewell to all my greatness’’ and in hu- 
miliation he admits: 


‘‘T am a poor fallen man, unworthy now 
To be thy lord and master.’’ (ITT-2-413) 
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Finally, in sad decline, he mouths lofty principles as though virtue 
were his crowning glory. 
‘‘Cromwell, I charge thee, fling away ambition 

By that sin fell the angels; how can man then, 

The image of his Maker, hope to win by it? 

Love thyself last, cherish those hearts that hate thee; 

Corruption wins not more than honesty. 

Still in thy right hand carry gentle peace, 

To silence envious tongues. Be just, and fear not: 

Let all the ends thou aimst at be thy country’s, 

Thy God’s and truth’s; then if thou fall’st, O Cromwell, 

Thou fall’st a martyr. . . . O Cromwell, Cromwell, 

Had I but served my God with half the zeal 

I serv’d my King, he would not in mine age 

Have left me naked to mine enemies.’’ (111-1-440) 
Clearly Woolsey’s virtue and vice have specific meaning in isolated 
activities, but their general values are manifest only in terms of 
his total life. A phase of this is clearly shown by Cranmer’s state- 
ment to the bishop of Winchester. 


ee 


. Love, and meekness, lord, 
Become a Churchman better than ambition.’’ (V-3-63) 

To speak of the universality of Shakespeare is trite, if not bro- 
midic. Some performances of Shakespeare in modern dress, Julius 
Caesar, Taming of the Shrew and Hamlet, indicate the perennial 
character of human motivation. Whether or not one approves of 
Shakespeare in modern dress, the applicability of the text to mod- 
ern problems is startlingly demonstrated. The deeper significance 
of the lines is intensified when they are interpreted variously in 
the light of modern concepts of conscious and unconscious motiva- 
tions. 

Various portions of text may be used to illustrate almost any or 
all of the current theories of psychology. It is not difficult to con- 
sider the interpretation of Hamlet according to Freud, or solve the 
meaning of The Midsummer Night’s Dream, or appreciate Caliban 
and Ariel in The Tempest in the light of Jung’s collective uncon- 
scious. How simply Richard III lends itself to an exposition of 
Adlerian doctrines. One senses the psychology of anti-Semitism 
in the Merchant of Venice, the psychology of color antagonism in 
Othello, the psychology of nationalism in Coriolanus, the psychol- 
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ogy of organic deterioration in Timon of Athens, the psychology of 
homosexuality in Troilus and Cressida. 

Without endeavoring to run the gamut of contemporary theories, 
an attempt will be made to illustrate various modern psychological 
ideas on the basis of personalities characterized by the Elizabethan 
dramatist. The words will be old; the theories will be new. The 
literary language of the sixteenth and seventeenth centuries will 
supply the phraseology that exhibits the applicability of modern 
theories to the older delineations of psychological activity as char- 
acter and personality. 

It is generally believed that conflict constitutes the essential basis 
of mental growth. A soliloquy constitutes one expression of an 
internal conflict. It is an objective verbalization of subjective emo- 
tional unrest. Consider the nature of the conflict represented in 
Hamlet’s soliloquy when he is contemplating the advisability of 
self-destruction. Herein is a mental conflict during a state of agi- 
tation and depression. Hamlet’s ego, full of fear of the now, de- 
sires death and would have assurance of annihilation. His super- 
ego fears death itself, lest there be no annihilation, and induces a 
state of anxiety concerning the uncertainties of the hereafter. 
There is a distressing clash between the fears of meeting the evils 
in mortal life and the fear of potential punishment in a future life. 
His soliloquy clearly reveals the conflict between his religion, 
which is based upon a faith in the existence of God and a future 
state of existence after death, and his philosophy, born of reason- 
ing and skepticism. The beautiful soliloquy reflects a moment of 
mental growth involving, in part, the reaffirmation of life. 

Ham. To be, or not to be, that is the question :— 
Whether ’t is nobler in the mind, to suffer 
The slings and arrows of outrageous fortune; 
Or to take arms against a sea of troubles, 
And, by opposing, end them?—To die,—to sleep,— 
No more ;—and, by a sleep, to say we end 
The heart-ache, and the thousand natural shocks 
That flesh is heir to,—’t is a consummation 
Devoutly to be wish’d. To die;— to sleep ;— 


To sleep perchance to dream ;—ay, there’s the rub; 
For in that sleep of death what dreams may come, 
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When we have shuffled off this mortal coil, 

Must give us pause: There’s the respect, 

That makes calamity of so long life: 

For who would bear the whips and scorns of time, 
The oppressor’s wrong, the proud man’s contumely, 
The pangs of despis’d love, the law’s delay, 

The insolence of office, and the spurns 

That patient merit of the unworthy takes, 

When he himself might his quietus make 

With a bare bodkin? who would fardels bear, 

To grunt and sweat under a weary life; 

But that the dread of something after death,— 
The undiscover’d country, from whose bourn 

No traveller returns, puzzles the will ; 

And makes us rather bear those ills we have, 
Than fly to others that we know not of? 

Thus conscience does make cowards of us all; 

And thus the native hue of resolution 

Is sicklied o’er with the pale cast of thought; 

And enterprises of great pith and moment, 

With this regard, their currents turn awry, 

And lose the name of action.— (Hamlet, 111-1-55) 


Hamlet’s soliloquy represents to a large extent reasoning—but 
reasoning to attain emotional! equilibrium. One finds an exposi- 
tion of the unconscious as opposed to the activity of the conscious 
mind in the character of Ophelia. his apparently gentle, truth- 
ful, loving being, devoted to her father, diffident, and fearful to 
love Hamlet freely, suffers a mental disorder when unable to un- 
derstand the emotional assault upon her affections for her father 
and Hamlet. Throughout the play she appears as one most pure, 
with a love based upon sentiment rather than upon passion. There 
are various references to fears for her chastity. Her brother, 
Laertes, warns against her loss of honor; and her weak father, 
Polonius, reproaches her for the most free and bounteous audi- 
ence. Then Ophelia admits with its implications: ‘‘He hath, my 
lord, of late made many tenders.’’ Her conscious expressions of 
love and chastity and purity are supplemented when, after her idea 
of love is destroyed, during a period of incoherence she reveals an 
unconscious phase through the use of obscene language of a char- 
acter well recognized by those who have dwelt in mental hospitals, 
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This is well illustrated by a series of quotations. First occurs her 
reference to her own doubts concerning Hamlet’s love. 


Pol. Mad for thy love? 
Oph. My lord, I do not know; 
But, truly, I do fear it, 
Pol. What said he? 
Oph. He took me by the wrist, and held me hard: 

Then goes he to the length of all his arm; 

And, with his other hand thus o’er his brow, 

He falls to such perusal of my face, 

As he would draw it. Long staid he so; 

At last,—a little shaking of mine arm, 

And thrice his head thus waving up and down,— 

He rais’d a sigh so piteous and profound, 

As it did seem to shatter all his bulk, 

And end his being: That done, he lets me go; 

And, with his head over his shoulder turn’d, 

He seem’d to find his way without his eyes; 

For out o’doors he went without their helps, 

And, to the last, bended their light on me. 
Pol. Come, go with me; I will seek the king. 

This is the very ecstasy of love; 

Whose violent property foredoes itself, 

And leads the will to desperate undertakings , 

As oft as any passion under heaven, 

That does afflict our natures. (1T-1-85) 


Hamlet makes a threatening hint concerning Ophelia’s virtue. 

Ham. For if the sun breed maggots in a dead dog, being a god kissing 
carrion,—Have you a daughter? 

Pol. Ihave my Lord. 


Ham. Let her not walk i’ the sun; conception is a blessing; but not as 
your daughter may coneceive,——friend, look to ’t. (TI-2-181) 


And then follows Hamlet’s rejection of Ophelia. 


Ham. Ay, truly; for the power of beauty will sooner transform honesty 
from what it is to a bawd, than the foree of honesty can translate 
beauty into his likeness; this was some time a paradox, but now the 
time gives it proof. I did love you once. 

Oph. Indeed, my lord, you made me believe so. 

Ham. You should not have believed me; for virtue cannot so inoculate our 
old stock, but we shall relish of it: I loved you not. 

Oph. I was the more deceived. 

Ham. Get thee to a nunnery: why would’st thou be a breeder of sinners? 

(111-1-111) 
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Her immediate reaction reveals the threat to her own mental equi- 
librium. 


Oph. And I, of ladies most deject and wretched. 
That suck’d the honey of his music vows, 
Now see that noble and most sovereign reason 
Like sweet bells jangled, out of tune and harsh; 
That unmatch’d form and feature of blown youth, 
Blasted with ecstasy: O, woe is me! 
To have seen what I have seen, see what I see! (IIT-1-163) 


A mania shortly comes upon her. Her conscious mind has lost its 
power of inhibition. Evil thoughts which had not been revealed now 
find easy expression—the unconscious repression is repealed in 
coarse obscenity. 

King. How do you do, pretty lady? 

Oph. Well, God ’ield you! They say, the owl was a baker’s daughter, 


Lord, we know what we are, but know not what we may be. God be at 
your table! 


King. Conceit upon her father. 
Oph. Pray, let us have no words of this; but when they ask you what it 
means, you say this: 
(Sings) Good morrow, ’tis Saint Valentine’s day, 
All in the morning betime, 
And I a maid at your window, 
To be your Valentine: 
Then up he rose, and donn’d his clothes, 
And dupp’d the chamber door; 
Let in the maid, that out a maid 
Never departed more. 
King. Pretty Ophelia! 
Oph. Indeed, without an oath, I’ll make an end on’t: 
(Sings) By Gis, and by Saint Charity, 
Alack, and fie for shame! 
Young men will do’t, if they come to’t: 
By cock, they are to blame. 
Quoth she, before you tumbled me, 
You promis’d me to wed: 
So would I ha’ done, by yonder sun, 
And thou had’st not come to my bed. (1V-5-40) 


There’s rosemary for remembrance and pansies for thought, but 
when conscious inhibition is lowered, love is remembered at the 
sexual rather than at the spiritual level. 
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Alfred Adler’s coneept of constitutional inferiority is beauti- 
fully formulated and pictured in Richard III. The inferiority com- 
plex, due to a constitutional organie deficiency, and the compensa- 
tory reaction of the superiority complex stand out clearly. One 
notes an adequate exposition of the concept that sex is subordinate 
to the power motive and that the will to power and the masculine 
protest are dominant elements in the delineation of Richard’s per- 
sonality and activity. Richard himself has considerable insight 
into his own problems, thus he speaks: 


‘*But I,—that am not shap’d for sportive tricks, 
Nor made to court an amorous looking-glass ; 
I, that am rudely stamped, and want love’s majesty, 
To strut before a wanton ambling nymph; 
I, that am curtail’d of this fair proportion, 
Cheated of feature by dissembling nature, 
Deform’d, unfinished, sent before my time 
Into this breathing world, scarce half made up, 
And that so lamely and unfashionable, 
That dogs bark at me as J halt by them; 
Why I, in this weak piping time of peace, 
Have no delight to pass away the time; 
Unless to spy my shadow in the sun, 
And deseant on mine own deformity ; 
And therefore,—since I cannot prove a lover, 
To entertain these fair well-spoken days,— 
I am determined to prove a villain, 
And hate the idle pleasures of these days.”’ 
(King Richard the Third, 1-1-14) 


After he has wooed Anne with argument and passion, he reveals 
that he has employed sex as an instrument for the purpose of in- 
creasing his own power and augmenting his sense of ego satisfae- 
tion. He moves with increasing love of power and finds new 
strength through the power of love. 


‘“Was ever woman in this humour woo’d? 
Was ever woman in this humour won? 
I’ll have her—but I will not keep her long. 
What! I, that kill’d her husband, and his father, 
To take her in her heart’s extremest hate; 
With curses in her mouth, tears in her eyes, 
The bleeding witness of her hatred by; 
With God, her conscience, and these bars against me, 
And I no friends to back my suit withal, 
3ut the plain devil, and dissembling looks, 
And yet to win her,—all the world to nothing!’’ (1-2-228) 
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And again just before a moment of achievement of masculine pro- 
test and dominance, Queen Margaret berates Richard of Glouces- 
ter, thus: 


Q.Mar. .. . stay, dog, for thou shalt hear me. 
If heaven have any grievous plague in store, 
Exceeding those that I can wish upon thee. 
O, let them keep it, till thy sins be ripe, 
And then hurl down their indignation 
On thee, the troubler of the poor world’s peace! 
The worm of conscience, still begnaw thy soul! 
Thy friends suspect for traitors while thou livest, 
And take deep traitors for thy dearest friends! 
No sleep close up that deadly eye of thine, 
Unless it be while some tormenting dream 
Affrights thee with a hell of ugly devils! 
Thou elvish-mark’d, abortive, rooting hog! 
Thou that wast seal’d in thy nativity 
The slave of nature, and the son of hell! 
Thou slander of thy mother’s heavy womb! 
Thou loathed issue of thy father’s loins! 
Thou rag of honour! thou detested— 


Glo. Margaret! 
Q. Mar. Richard! 
lo. Ha! 


The final revelation of the Adlerian doctrine is not expressed in 
this particular play but is found in King Henry VI, wherein Rich- 
ard, after killing the King, summarizes the compensatory pursuit 
of power consequent upon an organic inferiority. 

‘*T, that have neither pity, love nor fear— 

Indeed, ’tis true, that Henry told me of; 

For I have often heard my mother say, 

I came into the world with my legs forward: 

Had I not reason, think ye, to make haste, 

And seek their ruin that usurp’d our right? 

The midwife wonder’d; and the women cried, 

‘O, Jesus bless us, he is born with teeth!’ 

And so I was; which plainly signified 

That I should snarl, and bite, and play the dog. 

Then since the heavens have shap’d my body so, 

Let hell make crook’d my mind to answer it. 

I have no brother, I am like no brother; 

And this word, love, which greybeards call divine, 

Be resident in men like one another, 

And not in me; I am myself alone.’’ 

(King Henry, VI, Part 111, V-6-68) 
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A more overt expression of the compensatory superiority drive 
and its relation to ego-power satisfaction is further presented. The 
ambivalence of love and hate becomes obvious while the will to 
power is clearly the fictitious goal of an ugly soul. 

K. Rich. Give me another horse,—bind up my wounds,— 

Have mercy, Jesu! Soft! I did but dream.— 

O coward conscience, how dost thou afflict me!— 

The lights burn blue.—It is now dead midnight. 

Cold fearful drops stand on my trembling flesh. 

What do I fear? myself? there’s none else by: 

Richard loves Richard; that is, I am I. 

Is there a murderer here? No.—Yes; I am: 

Then fly,—What, from myself? Great reason Why? 

Lest I revenge. What? Myself on myself? 

I love myself. Wherefore? for any good, 

That I myself have done unto myself? 

O, no: alas, I rather hate myself. 

For hateful deeds committed by myself. 

I am a villain: Yet I lie, I am not. 

Fool, of thyself speak well :—Fool, do not flatter 

My conscience hath a thousand several tongues, 

And every tongue brings in a several tale, 

And every tale condemns me for a villain. 

Perjury, perjury, in the high’st degree, 

Murder, stern murder, in the dir’st degree 

All several sins, all us’d in each degree. 

Throng to the bar, erying all,—QGuilty! guilty! 

I shall despair,—There is no creature loves me; 

And, if I die, no soul will pity me:— 

Nay, wheretore should they? since that I myself 

Find in myself no pity to myself. 

Methought, the souls of all that I had murder’d 

Came to my tent: and every one did threat 

Tomorrow’s vengeance on the head of Richard. 

(King Richard the Third, V-3-177) 

lo the bitter end he is goaded on to villainy and his intent to de- 
stroy pervades all thoughts, without respect for man or God. 


‘*Go, gentlemen, every man unto his charge: 
Let not our babbling dreams affright our souls; 
Conscience is but a word that cowards use; 
Devis’d at first to keep the strong in awe; 
Our strong arms be our conscience, swords our law. 
March on, join bravely, let us to’t pell-mell ; 
If not to heaven, then hand in hand to hell,—”’ ( V-3-307) 
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The idea of narcissism is nicely illustrated by Malvolio in 
Twelfth Night. He is a character drenched in self-love, egotistic, 
vain, egocentric, self-important, quarrelsome with his fellow serv- 
ants. His emotional life finds its energy directed within and to- 
ward himself. There is little love for others save insofar as he 
loves the idea of revealing his self-believed worth to others. So 
far as the love of others for himself is concerned, it is accepted 
merely as fuel to the fire of his own self-devotion. His egocentric 
sensitivity makes every jest at his expense an insult. He is so 
blind to his own shortcomings that he does not recognize foolery at 
his own expense even when he is called mad. Ilis watery mirror 
so beguiles him with admiration for his own shadow that he fails 
to realize when he is being ‘‘ gulled,’’ to use Maria’s term. Reveal- 
ing the current belief of the age, Maria and Sir Toby speak of him 
as if he were possessed by demons, and the clown makes show of 
exorcising the demon, although he refers to Malvolio, in a rare 
modern, concept, as the victim of an organic brain disease. In 
sharp contrast, Fabian suggests that he is the victim of a condition 
that is the outgrowth of some humoral pathology. The text itself 
reveals the narcissistic factors and their effects. 

The key note of narcissism is clearly revealed. 

Clown. Wit, an’t be thy will, put me into good fooling! Those wits that 
think they have thee do very oft prove fools; and I, I that am sure I 
lack thee, may pass for a wise man: For what says Quinapalus? ‘ Better 
a witty fool than a foolish wit.’ God bless thee, lady! 


(Twelfth Night, 1-5-35) 
Oliver. What think you of this fool, Malvolio? doth he not mend? 


Malvolio. Yes: and shall do, till the pangs of death shake him: Infirmity, 
that decays the wise, doth ever make the better fool. 


Clown. God send you, sir, a speedy infirmity, for the better increasing 


your folly! (1-5-80) 
Oliver. O, you are sick of self-love, Malvolio, and taste with a distemper’d 
appetite. (1-5-98) 


The attitude toward his egregious effort to dominate his fellow 
servants and his self-referring attitude toward them finds ex- 
pression in, 


Malvolio. My masters, are you mad? or what are you? Have you no wit, 
manners, nor honesty, but to gabble like tinkers at this time of night? 
Do ye make an alehouse of my lady’s house, that ye squeak out your 
coziers’ catches without any mitigation or remorse of voice? Is there 
no respect of place, persons, nor time, in you? (11-3-93) 
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The weakness of his narcissistic character is exposed in its ex- 
treme degree, and the falseness of his character is keenly discerned 
by Maria. 


Maria. The devil a Puritan that he is, or anything constantly but a time- 
pleaser ; an affection’d ass, that cons state without book, and utters it by 
great swaths; the best persuaded of himself, so cramm’d, as he thinks, 
with excellences, that it is his ground of faith that all that look on him 
love him; and on that vice in him will my revenge find notable cause to 
work. (11-3-157) 


He concedes his own sex appeal. 


Malvolio. ’T is but fortune; all is fortune. Maria once told me she did 
affect me: and I have heard herself come thus near, that, should she 
faney, it should be one of my complexion. Besides, she uses me with 
a more exalted respect than any one else that follows her. (1i-5-27) 

As his conceit blinds him to reality and he accepts as truth the very 

implications of a note written for him for the purpose of intriguing 

him, ‘ 

‘< ‘Tf this fall into thy hand, revolve. In my stars I am above thee; be 
not afraid of greatness; Some are born great, some achieve greatness, 
and some have greatness thrust upon them. Thy Fates open their 
hands; let thy blood and spirit embrace them. And, to inure thyself to 
what thou art like to be, cast thy humble slough, and appear fresh. 
Be opposite with a kinsman, surly with servants; let thy tongue tang 
arguments of state; put thyself into the trick of singularity; she thus 
advises thee that sighs for thee... .’ 

‘‘Daylight and champain discovers not more: this is open. I will be 
proud, I will read politic authors, I will baffle Sir Toby, I will wash 
off gross acquaintance, I will be pointdevice, the very man. I do not 
now fool myself to let imagination jade me; for every reason excites 
to this, that my lady loves me.’’ (11-5-155) 


How biithely does he comment upon this note. His narcissistic 
possession brings about expansiveness. Unconscious forces crowd 
upon him. Conscious only of himself he reveals an autoerotic dis- 
tortion which prompts jeering comments by Olivia and Maria. 


Olivia. Why, this is very midsummer madness. (111-4-61) 

Maria. He’s coming, madam; but in very strange manner. He is sure 
possess’d, madam. 

Olivia. Why, what’s the matter? does he rave? 

Maria. No madam, he does nothing but smile: your ladyship were best to 
have some guard about you, if he come; for, sure, the man is tainted 
in his wits. 

Olivia. Go call him hither.—I am as mad as he, 

If sad and merry madness equal be. (IIT-4-8) 








IRA S. WILE, M. D. (i 


His egotism overflows and he rises above those who are his own 

superiors. 

Maria. Get him to say his prayers; good sir Toby, get him to pray. 

Malvolio. My prayers, Minx? 

Maria. No, I warrant you, he will not hear of godliness. 

Malvolio. Go, hang yourself all! you are idle shallow things; I am not of 
your element; you shall know more hereafter. (111-4-131) 


The secondary implications of psychological interest are found 
in the reference to exorcism, humoral pathology and organic dis- 
ease, which are briefly presented in textual language. 

Exorcism: 

Clown. Sir Topas the eurate, who comes to visit Malvolio the lunatie. 

Malvolio. Sir Topas, sir Topas, good sir Topas, go to my lady. 

Clown. Out, hyperbolical fiend! how vexest thou this man! talkest thou 
nothing of ladies? 

Malvolio. .. . Good Sir Topas, do not think Iam mad:... (1V-2-24) 

Clown. Fie, thou dishonest Satan! I call thee by the most modest terms; 
for | am one of those gentle ones that will use the devil himself with 
courtesy. (1V-2-35) 

Humoral Pathology: 

Fabian. Carry his water to the wise woman. 
Maria. Marry, and it shall be done tomorrow morning, if I live. My lady 
would not lose him for more than I'll say. (111-4-112) 

Organic Disease : 

Clown. I will help you to ’t. But tell me true, are you not mad indeed? 
or do you but counterfeit? 

Malvolio. Believe me, I am not; I tell thee true. 

Clown. Nay, I'll ne’er believe a madman, till I see his brains. (1V-2-121) 

The folly of narcissism is perhaps nowhere better expressed than 
in Malvolio’s self-centered revelation as capitalized by the clown. 
Clown. Alas, sir, how fell you besides your five wits? 


Malvolio. Fool, there was never man so notoriously abused: I am as well in 
my wits, fool, as thou art. 


Clown. But as well? then you are mad, indeed, if you be no better in your 
wits than a fool. (1V-2-92) 
Shakespeare demonstrates his familiarity with numerous eccen- 
trices. He delights in fools, and out of the mouths of clowns and 
bizarre characters reveals human weakness. He wastes no words 
upon idiots, but, in harmony with modern emphasis, he plays up 
the moron type. The current hazard of delinquency and crime at- 
tributed to the moron is pictured in The Tempest. Here, Caliban 
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reveals an intellectual inadequacy tempered with emotional insta- 
bility. Half-brother to the ox, he is slow to learn—differing from 
the ox, he is quick to anger. Obviously the ready tool of superior 
intelligence, he shows his responsiveness to kindness and praise. 
Lacking adequate powers of reasoning, he expresses little apprecia- 
tion of gratitude. As an unmoral being, who is not adapted to the 
conventional teaching that has surrounded him, he appears cruel, 
vindictive and dangerous. His limited grasp of the meaning of 
words and ideas lessens his capacity to profit from teaching and 
experience. Ilis abnormal mind is readily twisted beyond its in- 
herent limitations and the revelation of his unsocialized nature is 
quickly manifest when alcohol liberates him from his already lim- 
ited inhibitions. His psychological! limitations and moronic nature 
are clearly manifest. His desires and motives are readily per- 
ceived. 
Caliban. . . . When thou cam’st first 

Thou strok’dst me, and mad’st much of me; wouldst give me 

Water with berries in ’t; and teach me how 

To name the bigger light, and how the less, 

That burn by day and night; and then I lov’d thee, 

And show’d thee all the qualities o’ the isle, 

The fresh springs, brine-pits,—barren place, and fertile ; 

Curs’d be I that did so!— (The Tempest, 1-2-332) 

His protestations of love for his protector, however, did not pre- 

vent him from attempting an assault upon Miranda, which led 
Prospero to make more clear Caliban’s brutish instability. 
Prospero. Abhorred slave, 

Which any print of goodness will not take, 

Being capable of all ill! I pitied thee, 

Took pains to make thee speak, taught thee each hour 

One thing or other; when thou didst not, savage, 

Know thine own meaning, and wouldst gabble like 

A thing most brutish, I endow’d thy purpose 

With words that made them known: But thy vile race, 

Though thou didst learn, but that in’t which good natures 

Could not abide to be with; therefore wast thou 

Deservedly confin’d into this rock, 

Who hadst deserv’d more than a prison. 
Caliban. You taught me language, and my profit on’t 

Is, I know how to curse! the red plague rid you 

For learning me your language! (1-2-351) 
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Caliban’s beastly appearance is wholly out of harmony with his 
show of language. His verbalism partially covers his lack of in- 
tellectual normality. Hence, when Stephano and Trinculo meet 
him they treat him with forbearance and kindness while recogniz- 
ing his bestial nature. They appreciate his linguistic capacity 
though uncertain of his purposive power. 

Stephano. This is some monster of the isle, with four legs, who hath got, 
as I take it, an ague. Where the devil should he learn our language? 
(1 will give him some relief, if it be but for that:) If I can recover him, 
and keep him tame, and get to Naples with him, he’s a present for any 
emperor that ever trod on neat’s leather. 

Caliban. Do not torment me, prithee; I’ll bring my wood home faster. 

Stephano. He’s in his fit now, and does not talk after the wisest. He shall 
taste of my bottle; if he have never drunk wine afore, it will go near 
to remove his fit; if I ean recover him, and keep him tame, I will not 
take too much for him: he shall pay for him that hath him, and that 
soundly. (11-2-67) 


After Caliban has been plied with alcohol, his thin social veneer 
cracks, and his weak sense of gratitude oozes out. With a conse- 
quent heightened suggestibility the ‘‘ridiculous monster’’ with 
‘‘two voices’’ transfers his unreasoned allegiance; and the weak, 
inferior personality becomes the slave and tool of his scheming, su- 
perior masters, 

Caliban. Why, as I told thee, ’Tis a custom with him 

I’ the afternoon to sleep ; there thou mayst brain him, 

Having first seiz’d his books; or with a log 

3atter his skull, or paunch him with a stake, 

Or cut his wezand with thy knife: Remember 

First to possess his books; for, without them, 

He’s but a sot, as I am, nor hath not 

One spirit to command: They all do hate him 

As rootedly as I. Burn but his books. (II1-2-94) 
Caliban. Prithee, my king, be quiet. See’st thou here, 

This is the mouth o’the cell; no noise, and enter. 

Do that good mischief, which make this island 

Thine own for ever, and I, thy Caliban, 

For aye thy foot-licker. (1V-1-215) 
Caliban. These be fine things, and if they be not sprites, 

That’s a brave god, and bears celestial liquor: 

I will kneel to him! (II-2-121) 
Caliban. 1’ll swear, upon that bottle, to be thy true subject; for the liquor 

is not earthly. (11-2-130) 
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Caliban. I1’ll show thee every fertile inch o’ the island; and I will kiss thy 
foot; I prithee be my god! (11-2-152) 
Caliban. I'll show thee the best springs; I’ll pluck thee berries ; 
1’ll fish for thee, and get thee wood enough. 
A plague upon the tyrant that I serve! 
I’ll bear him no more sticks, but follow thee, 
Thou wondrous man! (11-2-164) 

The brave moron, a shallow and perfidious subject, acknowledges 
a new king and plots against Prospero who had befriended him. 
His fear of knowledge, not dissimilar to a type that has been mani- 
fest in recent modern days, leads him to demand that Prospero’s 
books be burned as part of the foul conspiracy against his life. 
Caliban, the moron, plots to become a criminal, not as a missing 
link or as a strange variety of human kind, but as a mentally weak, 
emotionally uncertain, unmoral being, whose asocial undercurrent 
is readily transformed into antisocial activity. 

Shakespeare excels not only in the presentation of the psychol- 
ogy of the moron, but in the exhibition of the characteristics of the 
dull-witted, perhaps the illiterate. He presents many persons 
whose traits and characteristics are not out of harmony with those 
commonly found among the reasonably normal daily plodders who 
appear to some extent unreasonably dull. Their psychological at- 
tributes are well illustrated in A Midsummer Night’s Dream in the 
characters of Quince, the carpenter, Snug the joiner, Flute, the bel- 
lows mender, Snout the tinker, Starveling the tailor, and the leader 
of them all, Bottom the weaver. Bottom’s leadership is accepted 
by his group. He makes it clear that his fellow workers concede 
that he knows it all. He wishes to be all in all for himself and for 
them. Through his leadership, he builds up his ego-values by his 
own aggression and his aeceptance. The characteristics of this 
group, particularly as represented by Bottom are delightfully set 
forth. The psychology of leadership and group control is readily 
discerned. 

Quince. Answer, as I call you.—Nick Bottom, the weaver. 
Bottom. Ready. Name what part I am for, and proceed. 
Quince. You, Nick Bottom, are set down for Pyramus. 
Bottom. What is Pyramus? A lover, or a tyrant? 

Quince. A lover, that kills himself most gallantly for love. 
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Bottom. That will ask some tears in the true performing of it: If I do it, 
let the audience look to their eyes; I will move storms; I will condole 
it some measure. To the rest:—Yet my chief humor is for a tyrant: I 
could play Ereles rarely, or a part to tear a cat in, to make all split. 

‘The raging rocks, 
And shivering shocks, 
Shall break the locks 
Of prison-gates ; 
And Phibbus’ car 
Shall shine from far, 
And make and mar 
The foolish fates.’’ 
This was lofty! Now name the rest of the players.—This is Ereles’ vein, 
a tyrant’s vein; a lover is more condoling. 
(A Midsummer Night’s Dream, 1-2-20) 

Bottom. An I may hide my face, let me play Thisby too: I’ll speak in a 
monstrous little voice:—‘Thisne, Thisne;’—Ah, Pyramus, my lover 
dear! thy Thisby dear! and lady dear!’ (1-2-53) 

Bottom. Let me play the lion too. I will roar, that I will do any man’s 
heart good to hear me; I will roar, that I will make the duke say, 
‘Let him roar again; let him roar again.’ 

Quince. And you should do it too terribly, you would fright the duchess 
and the ladies, that they would shriek; and that were enough to hang 
us all. 

All. That would hang us, every mother’s son. 

Bottom. I grant you, friends, if that you should fright the ladies out of 
their wits, they would have no more discretion but to hang us; but I 
will aggravate my voice so, that I will roar you as gently as any sucking 
dove; I will roar you an’ ’twere any nightingale (1-2-71) 

Bottom. There are things in this comedy of ‘Pyramus and Thisby’ that 
will never please. First, Pyramus must draw a sword to kill himself; 
which the ladies cannot abide. How answer you that? 

Snout. By’rlakin, a parlous fear. 

Star. I believe we must leave the killing out, when all is done. 

Bottom. Not a whit; I have a device to make all well. Write me a pro- 
logue; and seem to say, we will do no harm with our swords; and that 
Pyramus is not kill’d indeed; and, for the more better assurance, tell 
them, that I, Pyramus, am not Pyramus, but Bottom the weaver. This 
will put them out of fear. 


Quince. Well, we will have such a prologue; and it shall be written in 
eight and six. 


Bottom. No, make it two more; let it be written in eight and eight. 
Snout. Will not the ladies be afeared of the lion? 
Star. I fear it, I promise you. 


JAN.—1942—F 
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Bottom. Masters, you ought to consider with yourselves; to bring in, God 
shield us! a lion among ladies, is a most dreadful thing; for there is 
not a more fearful wild-fowl than your lion, living; and we ought to 
look to it. 

Snout. Therefore another prologue must tell he is not a lion. 


Bottom. Nay, you must name his name, and half his face must be seen 
through the lion’s neck; and he himself must speak through, saying 
thus, or to the same effect, ‘Ladies, or Fair ladies, I would wish you,’ 
or ‘would request you,’ or ‘I would entreat you, not to fear, not to 
tremble; my life for yours. If you think I come hither as a lion, it 
were pity of my life; No, I am no such thing. I am a man as other 
men are:’ and there, indeed let him name his name, and tell them 
plainly he is Snug the joiner. (111-1-9) 


Bottom’s concern with his own relative importance is further ex- 
pressed when he awakes after Titania and her retinue have retired, 
following the episode in which the ass’s head had been placed upon 
that of Bottom by lively Puck, in order to fool Titania. The wak- 
ing Bottom reflegts his joy in the dream of life that leads him to 
find new strength in desire unfulfilled. 


Bottom. When my cue comes, call me, I will answev:—my next is, ‘ Most 
fair Pyramus.’ 


Hey, ho! Peter Quince! Flute, the bellows-mender! Snout the tinker! 
Starveling! God’s my life! stol’n hence, and left me asleep! I have had 
a most rare vision. I have had a dream—past the wit of man to say 
what dream it was :—Man is but an ass, if he go about to expound this 
dream. Methought I was—there is no man can tell what. Methought 
I was—and methought I had,—but man is but a patch’d fool if he will 
offer to say what methought I had. The eye of man hath not heard, 
the ear of man hath not seen, man’s hand is not able to taste, his tongue 
to conceive, nor his heart to report, what my dream was. I will get 
Peter Quince to write a ballad of this dream ; it shall be called Bottom’s 
Dream, because it hath no bottom; and I will sing it in the latter end of 
a play, before the duke. Peradventure, to make it the more gracious, 
I shall sing it at her death. (1V-1-197) 


And Bottom was a worker whose dull wit found exaltation in his 

little admiring group of equally serious thinkers. One can appre- 

ciate his status from the comment of Flute and Quince. 

Quince. You have not a man in all Athens able to discharge Pyramus 
but he. 

Flute. No: he hath simply the best wit of any handicraft-man in Athens. 


Quince. Yea, and the best person too; and he is a very paramour for a 
sweet voice. 


Flute. You must say ‘paragon:’ a paramour, is God bless us! a thing of 
naught. (IV-2-1) 


’ 
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Without emphasizing any psychogenetie concepts, an analysis of 
life, as a reality factor entering into mental instability, brings one 
to tragic King Lear. While he is frequently regarded as a senile 
dement, a careful study of the play demonstrates that his tempor- 
ary disorder was a natural crisis following his scheme of emotional 
values. 

The current theory that neuroses and psychoses depend upon 
emotional strains rather than upon defects of reasoning is exempli- 
fied by King Lear. His psychotie episode is readily understood as 
an outgrowth of his life’s experience in the presence of a sharp 
precipitating factor—an irritative ulceration of his personality. 
The organization of his life, made manifest through an analysis of 
the play, clearly supports in full the modern contention concerning 
what constitutes a disordered personality. 

Personality is the sum total of the reactions and reactivity of an 
organism in, and through, social living. One may express its na- 
ture according to Kahn in terms of impulse, temperament and char- 
acter. ‘The temperament is viewed as nourished and set in motion 
by impulse but is steered in overt expression by character. Any 
effort to understand the structure of personality and to classify its 
content of mental activities into specific, though not necessarily pri- 
mary, categories, is theoretically, if not practically, important. 

The organization of personality involves the integration of its 
components upon some level of functional activity. The instinctive 
tendencies and emotional tensions, in terms of likes and dislikes, 
with intellectual capacity, attitudes and sentiments, involve social 
growth and adaptation. These personality factors find strength in 
their supportive value to the ego. The dangers to personality are 
greatest when the focus of personality attention coincides with an 
uncertain, variable and losable object. This is well illustrated in 
the personality of King Lear. 

When the play opens, Lear has already lived four-score years; 
and the effect of years upon his organic structure and mentation 
bespeaks some definite deterioration, if not incipient mental dis- 
ease, that is to culminate in an acute mania. To describe the aged 
King as already disturbed by a mental disorder, would merely de- 
fine his personality status within a short period antecedent to his 
mental descent to Avernus. Shortly after the initial struggle with 
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his daughters, there followed a few days of dissociation from the 
reality of life, with agitation, incoherence, disorientation and in- 
competence, from which he temporarily recovered, only to be 
shocked by a tragic loss into a quick cessation of life itself. It is not 
helpful to dwell upon the organic factors as resultants of an ad- 
vanced age, save in so far as they may cast light upon his personal- 
ity organization prior to the operation of the age factors. What 
preceded his physical weakness, blind rage and disordered judg- 
ment? What led up to the cruel events magnificently presented in 
the play itself? 

As Charles Lamb so admirably stated: ‘‘The greatness of Lear 
is not in corporal dimensions, but in intellectual: the explosions 
of his passion are terrible as a voleano; they are storms turning 
up and disclosing to the bottom that sea, his mind, with all its vast 
riches. It is not mind which is laid bare.’’ 

Lear’s fateful proposal to distribute his property in terms of ex- 
pressed affection reveals what Regan notes as ‘‘the infirmity of 
his age.’? The old King does not demonstrate the uneasiness of 
the head that wears a crown but that of one casting off the crown in 
order to secure release from its manifold responsibilities, without 
yielding his authority. His sclerosed vessels have not produced 
marked physical deterioration, but his mind evidences lowered con- 
trol over reason, judgment, emotions and ego demands. He is not 
a feeble, headstrong, selfish monarch but a vigorous personality re- 
acting sharply in the midst of disappointment, disillusionment, dis- 
affection. He is not so much rash and impetuous, rushing violently 
between rage and grief, as he is the fatal expression of the forces 
unleashed within him when the barrier of his conscious control 
breaks and his powers of inhibition fail. 

His home had not taught him selfishness but rather the essence 
of a fine parent-child relationship. He in turn was the ‘‘so kind a 
father’’ (King Lear 1-5-36), who later as a poor old man was ‘‘as 
full of grief as age.’’ (11-4-275). 

His grief and disappointment were not due to his extreme age 
nor to the selfishness of senile desires; but they represented his 
own betrayal and the destruction of his ideals. He did to his chil- 
dren what he had reason to believe, in the light of his own early 
commitments of affection, would continue to bring happiness for 
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all. Seeking ‘‘to shake all cares and business’’ from his age, while 
he ‘‘unburthen’d”’ crawled toward death (I-1-40), he put his trust 
in his concept of gratitude and gave his all away, although in dig- 
nity he retained in addition to an hundred knights ‘*The name 
and all the additions of a king.”’ 

A home in which devotion, honor, trustfulness and gratitude were 
emphasized may be envisaged as giving rise to the patterns of 
thought that characterized Lear as a young man, and which he 
later practiced as a father, even though a father with manifest fa- 
voritism. But even the favoritism was established because of a 
need for love, a desire for affection such as may have been be- 
stowed upon the youth by his parents and especially by his mother. 
Lear could forgive adultery but not the rejection of a parent. He 
could not grasp Cordelia’s honest expression of love, because his 
fixed idea of division of the kingdom, a manifestation of an incip- 
ient mental decline, was based upon his desire to hear filial love 
expressed in terms of his own intention to give most to her whom 
he most loved. His disappointment was overwhelming at this time 
when experience with the ‘‘glib and oily art’’ of flattery had dulled 
his aged brain so that he failed to recognize the distinction between 
truth and falsehood, language and thought, words and essence. His 
grief was partly shock, his rage was mainly grief, his actions were 
impulsive and irrational because, as he sadly said, 

‘*T loved her most and thought to set my rest 

On her kind nursery.’’ (King Lear, I-1-126) 

The soundness reflected in Lear’s body was also apparent in his 
mental attributes. Intellectual power does not increase mental 
disease but the flow of ideas and loquacity rises or falls in terms 
of the degree of psychic restraint of his inhibitions. The uninhib- 
ited ravings of Lear reveal the mental power of his youth. In the 
presence of his emotional distress, his intellect rioted. Oratory, 
wit, eloquent moments of logorrhea revealed his vast store of di- 
versified knowledge. Invective, sarcasm and curses, along with 
brilliant discourse, are caught up in disjointed incoherent state- 
ments, while shadowy as well as sharply defined delusional ideas 
are painted in picturesque language. All these are later deriva- 
tions of early mental function and show that the young man pos- 
sessed a very high order of intelligence and probably would have 
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been rated in the highest group of intellectual geniuses. His mem- 
ory pours out masses of varied material and, throughout, one finds 
references to his capacity for abstract judgment. 

The crystallization of his affections and the need of continuing 
love was not so much selfishness and vanity as it was the anchorage 
of his emotional system in the security that alone gave him peace 
of mind. His likes, his desires, his pleasure tones were built up in 
love upon which he fed and flourished. This was the organic, di- 
rective quality of his mental life, for which reason he was a man 
of feeling as well as one of intellect and physical vigor. 

A eareful study of his emotional life casts much light upon his 
emotional trends. His was no true Oedipus complex, nor an or- 
ganic inferiority complex, although his sex and ego emotions strove 
to rule at the end. I wonder if the keen love for Cordelia, his joy, 
whose 


‘ 
‘«'. . voice was ever soft 


Gentle and low, an excellent thing in women.”’ (V-3-272) 
was not due to the fact that she was the last child, and of his middle 
age. 

Love in its urges fired his youth and became the percussion cap 
of his old age; and he yearns for the love to which he had been con- 


ditioned, even as he gazes upon the dead Cordelia and realizes that 
she will 
‘*. . . come no more 
Never, never, never, never!”’ (V-3-308) 
1. KE. Stoll in Shakespeare’s Young Lovers suggests that Shake- 
speare does not dramatize love, although ideas of universal love 
abound in Romeo and Juliet. It is clear that ideas of romance and 
ideas of reality may differ, but no one can be unconscious of the 
tremendous amount of romance in reality and the extensive revela- 
tions of reality in romance. One may test the truth of this over- 
lap through an analysis of love at first sight as revealed in The 
Tempest. The story of Miranda and Ferdinand similarly serves 
for the interpretation of the concept of conditioned responses, and 
it clearly expounds the principle of circular response. 
It is generally accepted that love at first sight is a possibility but 
that its actual occurrence is probably rare, or exceedingly ocea- 
sional, Jt involves a quick recognition that one individual is ac- 








IRA S. WILE, M. D. 87 


tually beloved because that person seemingly fits the clarified, 
though often unconscious, ideals of another being. Mutual love 
at first sight is still less likely, as it must be founded upon the im- 
mediate and complete satisfaction of two personalities in terms 
of their suddenly revealed love objects and love ideals, 

Possibly the inner unconscious strivings for love weaken the 
gates of convention, and overpowering emotional forces beat down 
the protective barrier, compelling attention, consideration and fa- 
vorable response. 

On the other hand, it is quite obvious that what sometimes is 
termed love at first sight is merely the acknowledgment of love in 
the presence of a state of mental tension that is prepared thor- 
oughly for its recognition. Ina sense, love at first sight frequently 
means that one or both of the lovers are psychically prepared and 
have been awaiting, if not anticipating, the appearance of the right 
partner. 

A state of susceptibility to love existed in Miranda, who had been 
aroused to deepest pity by the groans of persons unknown and un- 
seen. Her emotional life had been limited by continuous associa- 
tion with the superman Ariel, the subnormal Caliban, and her own 
father. After isolation from all males, the element of surprise in 
the sudden presence and the all human appearance of Ferdinand 
certainly operated emotionally on a plane which offered Miranda 
no possible basis of comparison. The surprise and the novelty ele- 
ment of the setting promoted a rapid development of emotional re- 
action beyond the superficialities of infatuation. Similarly, Ferdi- 
nand, bowed down with grief for his father, whom he believed de- 
ceased, and thinking himself an outcast on an uninhabited island, 
was emotionally bereft and distressed. Suddenly he was surprised 
by a moving vision whose beauty, breeding, and fine quality imme- 
diately appealed to him, to whom women were not unknown. In 
addition, he immediately became conscious of a sense of grateful- 
ness for potential protection at a time when he was far from cer- 
tain concerning his own deliverance. To this extent, then, the lovers 
in The Tempest were emotionally prepared for the development of 
sudden transports of love. Their rapid emotional reorganization, 
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in response to quantums of visual and ideological stimuli, bears 
witness to the truth of the comment of Rosalind: 
‘‘The sight of lovers feedeth those in love.’’ (As You Like It, I11-4-61) 

By definition we may urge that love represents an exclusive pos- 
sessive interest in an individual which, however, is of such an in- 
tensity and character that only the particular object of the affee- 
tion, the beloved, can wholly satisfy the interest and the need. The 
conscious and the unconscious elements are unified in urge and 
goal. What is termed romantic love combines a variety of im- 
pulses, sensuous, and esthetic, social and biologic, involving mat- 
ing as a goal. In romance, the exclusiveness of interest is perhaps 
the most significant factor. The element of striving for another, of 
seeking satisfaction in and through another by reason of longing 
and desire to yield to another, constitutes a very definite factor in 
creating intensely pleasurable reactions through love attained, or 
sharply painful reactions from love denied. 

Ferdinand, young, courageous, grieving, chaste, honorable, filial, 
and high principled, suddenly finds himself face to face with a vi- 
sion of lovely femininity, in that tragic moment when, cast upon an 
island, alone but safe, he ponders on life and its meanings for him. 
The storm at sea has been weathered but a new tempest is brewing. 

The prompt responsiveness of Ferdinand to the sight of Miranda 
is exemplified in his first reactions: 


‘é 


...O you wonder! 
If you be maid or no?”’ (The Tempest, 1-2-427) 
The immediacy of her attractiveness and appeal to him is de- 
clared when he, shortly after, sets forth his standards, his affirma- 
tion and his honorable offer. 
‘**O, if a virgin, 
And your affection not gone forth, I’ll make you 
The Queen of Naples.’’ (1-2-447) 
Even as he regrets the thought that he is a king at the expense of 
a father deceased, he says from his soul: 
‘‘The very instant that I saw you, did 
My heart fly to your service ;’’ (III-1-64) 
The rapid idealization which promotes this evaluation appears to 
be definitely based upon Ferdinand’s earlier experimental exposure 
to feminine charms, such as were without parallel in the masculine 
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realm for Miranda. He confesses, he compares, he exalts—Miranda 
is his because she is Miranda but she is likewise his Miranda be- 
cause she is his. 

The strong evidence for Miranda’s adolescent preparation for 
love at first sight is expressed in her own emotional insecurity and 
emotional sensitivity. The first word she utters as she hears the 
roaring wild waters of the running sea betokens her keen sympathy 
and the pity that is the very mainspring of her adolescent develop- 
ment. 

‘*'.. O, I have suffered 

With those that I saw suffer; a brave vessel, 

Who had, no doubt, some noble creature in her, 

Dash’d all to pieces.’’ (1-2-5) 
At Ferdinand’s declaration of love she acknowledges her weakness. 

*‘T am a fool 

To weep at what I am glad of.’’ (I11-1-74) 
Miranda’s emotional sensitivity and her feminine tendency toward 
submission to the male are reflected in her attitude toward Ferdi- 
nand and she almost immediately recognizes her state of love. 

«Tele 

Is the third man, that e’er I saw, the first, 

That e’er I sigh’d for;”’ (1-2-444) 
Her affection, rising upon the crest of pity finds prompt idealiza- 
tion. 

‘‘There’s nothing ill can dwell in such a temple: 

If the ill spirit have so fair a house, 

Good things will strive to dwell with’t.’’ (1-2-457) 
Searching within her heart, a word of desire emerges. 

‘¢... I would not wish 

Any companion in the world but you.”’ (111-1-54) 
With a plain and holy innocence and spontaneity, without coy lure 
or bashful cunning, she further advances in her personal freedom 
through enslavement. 

*‘T am your wife, if you will marry me; 

If not, I’ll die your maid: to be your fellow 


You may deny me; but I’ll be your servant, 
Whether you will or no.’’ (III-1-83) 
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This tale of love reflects adolescent conditioning, mutual respon- 
Siveness to external stimulation that finds answering response in 
inner need. 

One might proceed to analyze almost any current theory or hypo- 
thesis in terms of literary characterization. Shakespeare affords a 
rather rare opportunity for studying the evolution of mental or- 
ganization. His characters reflect fantasy and imagination, reality 
and reasoning. They give evidence of the growing organization of 
life at different levels of integration. His immortal pen reveals 
life as drama, while he depicts with unerring skill his numerous 
dramas of individual life. He senses the soul of man and the souls 
of men and with startling certainty he makes it clear that psychol- 
ogy is soul stuff, and proves that we mortals are such stuff as 
dreams are made of—long before our lives are rounded out by 
sleep. 


264 West 73d Street 
New York, N. Y. 








ALZHEIMER’S DISEASE 
Its Incidence and Recognition 
BY W. H. ENGLISH, M. D. 

Since 1906, when Alzheimer’ described his first case of the dis- 
ease which bears his name, the condition has been considered a 
rarity. By 1912, Fuller? was able to assemble only 12 cases from 
the literature. In 1934, Rothschild® gave the number of reported 
eases as 53. Jervis,‘ in 1937, stated that of nearly 100 cases found 
in the literature up to that time scarcely 60 fulfilled the criteria de- 
manded for true cases of the disease. 

In America, interest in the condition was dormant for a long 
time, with only one case recorded between 1916 and 1926. During 
the last decade, however, there has been an awakening of interest, 
and, as the disase is becoming more widely known, more cases are 
being found. Almost as many have been described in the past four 
or five years as in the previous 30. Indeed, in 1936, Rothschild 
and Kasinin® claimed the condition to be so common as to be dis- 
closed in 4 per cent of all autopsies at the Foxborough (Massa- 
chusetts) State Hospital. Although the autopsy statistics at Roch- 
ester State Hospital since 1935 show a lower incidence, about 1.5 
per cent, than Rothschild and Kasinin found, the present writer 
agrees that the disease is more frequent than hitherto reported. 

From 1954 to 1940, there has been on an average about one case 
in every 600 consecutive first admissions. Since 1935, seven cases 
which have come to autopsy at Rochester State Hospital have been 
typical in their clinical and pathological pictures of Alzheimer’s 
disease. In another case, the diagnosis was made clinically by the 
staffs of two hospitals, but permission for autopsy was not ob- 
tained. At Rochester at present, there are four patients whom the 
clinical staff has diagnosed as cases of Alzheimer’s disease. 

secause of the almost universal belief that Alzheimer’s disease 
is a rare condition, this relative abundance of material provoked 
an inquiry into its incidence in other hospitals. It was found that 
during the period of 1935 to 1939 inclusive, the condition was diag- 
nosed in 29 first admissions to the New York State hospitals. 
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On analysis of these figures, it was found that 10 of these 29, 
or more than one-third of the cases, had been diagnosed in two of 
the 18 hospitals which comprise the State hospital system. The 
remaining 19 cases were divided among 10 other hospitals, while 
six of the State hospitals had not reported a single admission un- 
der this heading in the five-year period. It was found that of two 
hospitals which drew most of their patients from the same source, 
one had reported five cases during this time and the other none. 
Of the 29 patients, 19 had died. In eight of these, no autopsy was 
obtainable. In the remaining 11, seven were confirmed as cases 
of Alzheimer’s disease, while four were not. Roughly speaking, 
it would appear that in about one-third of the cases the diagnosis 
was made erroneously; but it must be remembered that in a cer- 
tain number of other cases the diagnosis is not suspected. These 
unsuspected cases would tend to compensate for those in which the 
diagnosis was erroneous. 

It would seem, therefore, that Alzheimer’s disease, while not 
common, is not so rare as is supposed, and all that is required to 
raise the number of cases reported is the recognition of the clinical 
picture. This recognition becomes of interest, as, with the aging 
of our general population, there will be more candidates eligible for 
classification under this disease. 

The clinical picture has been well outlined by a number of au- 
thors. Briefly, it consists of a slowly advancing dementia, com- 
mencing in the presenile period and extending from one to more 
than 20 years. The average duration is five years. It occurs more 
frequently in women than men, Rothschild* giving the incidence 
as 3:2. It is perhaps greater than this; all of the seven cases in the 
series presented here occurred in women. 

In the early stages, there are often emotional changes; depres- 
sion, irritability, suspicion, and an accompanying hyperkinesia. 
Then, impairment of memory is noticed, and this advances very 
rapidly until the individual presents a picture of confusion and dis- 
orientation. Disorders of speech, aphasia and apraxia come next. 
By this time, the process is well advanced, and syncopal attacks 
or convulsive phenomena occur. There is gradual physical and 
mental deterioration with various neurological signs. The patient 
becomes bedridden, vegetative, and helpless. Death ensues as a 
result of some intercurrent infection. 
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While some writers hold that Alzheimer’s is a difficult condition 
to diagnose, familiarity with the symptomatology and course make 
its diagnosis fairly easy. It presents a more consistent clinical 
picture than either cerebral arteriosclerosis or senility. Additional 
aids to diagnosis are furnished by encephalography and biopsy. 
By pneumoencephalography, ventricular dilatation and cortical 
atrophy can often be demonstrated, and while a biopsy will defi- 
nitely establish the diagnosis, it should not be necessary to resort to 
this latter operative procedure. 

There are really only two conditions which present any difficulty 
in differentiation from Alzheimer’s disease: senility and Pick’s 
atrophy. The former is usually differentiated at once by age and 
by the absence, as a rule, of fabrications. In addition, the patient 
with Alzheimer’s disease reacts more vigorously to his ailment, is 
usually more overactive; the intellectual deterioration is more com- 
plete; and, above all, there is the presence of aphasias and aprax- 
ias. Pick’s cortical atrophy presents more of a problem in dif- 
ferentiation. ‘The age period, slowly progressive course, and the 
intellectual impairment are similar. However, in Alzheimer’s dis- 
ease, the defective memory is generally more severe and inclusive ; 
whereas, in Pick’s disease, retention and reproduction of old en- 
grams is retained to a surprising degree. In Alzheimer’s disease, 
perseveration and logoklony are frequent; whereas in Pick’s dis- 
ease they are rarely, if ever, present. In the latter condition, echo- 
lalia is more characteristic. Hmotional impairments differ to some 
extent. In Alzheimer’s disease, anxiety and depression are fre- 
quent. In Pick’s disease, profound indifference, an emotional emp- 
tiness, is usually present. In Alzheimer’s disease, there is hyper- 
kinesia rather than the tendency to akinesia so frequently seen in 
Pick’s disease. While there may be minor individual variations, a 
cross-section of several cases shows that the basic symptomatology 
and the course of the disease are the same in all. <A perusal of the 
case histories which follow will show this to be true. 


Case Reports 


Case 1. H. 8S. This case has been fully reported before by 
Jervis.* The patient was a white woman of 54, whose family his- 
tory revealed no mental disorder. Her early history was non- 
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essential. She was married and had two sons. Her personality 
was normal except that she was noted as being ‘‘sensitive.’’ No 
serious illnesses had been recorded, although at the age of 18 she 
had suffered a skull trauma, and had severe headaches for many 
years. The menopause was uneventful at 45. At 47, following the 
death of one of her sons, the patient suffered a marked depression 
for a year, with mild self-condemnatory ideas. At 49, her memory 
began to lapse, and, as a result, she was often confused. This was 
followed by restlessness, incoherence and excitement. Parapraxia 
and paraphrasia were observed. She lost 30 pounds in weight dur- 
ing the year prior to admission. 

She was admitted to Rochester State Hospital in January, 1930, 
seven years after the onset. Physical examination was negative 
except for some increase in the deep reflexes. She appeared ill, was 
rather vacant, occasionally silly and excited, at other times de- 
pressed. She was irrelevant, incoherent and completely disor- 
iented. Perseveration was marked. Aphasia and apraxia were 
well advanced. Convulsions set in and caused a severe physical 
failing. She became bedridden and finally died in January, 1935, 
at the age of 59, and after a course of 12 years. 

The brain was small and atrophic, weighing 842 grams. The 
atrophy was diffuse and symmetrical, the central convolutions, 
however, remaining relatively uninvolved. Microscopic examina- 
tion showed numerous argentophile plaques and_ neurofibril 
changes, characteristic of the histological picture in Alzheimer’s. 

Case 2. S. Hl. This patient was a white woman of 51, of whom 
no essential family history could be obtained. Her early life was 
not remarkable. She was a widow; her husband had died in 1931; 
and she had never had children. No serious illnesses or accidents 
were reported. The onset of the menopause was unknown. In 
1932, at the age of 48, while S. H. was living alone in a room, it be- 
came apparent to friends that she was dirty and untidy. She was 
indecisive; she became overly religious; she would hide money and 
articles and be unable to find them; and she bought many useless 
trinkets. Often, this woman became lost and would be unable to 
tell where she lived. A friend moved in with her, as she required 
complete supervision. At 50, she was seen at a local clinie where 
she was noted as being disoriented, confused and dysarthric. She 
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was admitted to Rochester State Hospital in May, 1935. At that 
time she was rather simple and childlike, her manner pleasant and 
agreeable. Her’ replies to questions were prompt but often irrele- 
vant and disconnected. She was disoriented and exhibited gross 
defects of both remote and recent memory. Most special tests, ex- 
cept those for rote memory were poorly done, The patient had no 
insight into her condition. The physical examination was negative. 
S. H. was restless, wandering about the ward at all hours of the 
day and night. Parapraxia and paraphrasia were present. She 
required constant supervision in everything: dressing, feeding and 
toilet habits, as she was unable to perform these duties properly 
for herself. Perseveration was marked, and she could be heard 
repeating a phrase or sentence. Verbigeration was often noted. 
She suffered from frequent syncopal attacks. She became increas- 
ingly confused, unsteady on her feet, and finally was confined to 
bed. She died at the age of 53 after the disease had run a course 
of approximately six years. 

The autopsy revealed bronchopneumonia and enterocolitis. There 
was mild generalized arteriosclerosis and atrophy of the viscera. 
The brain weighed 1,145 grams and showed symmetrical atrophy, 
especially pronounced over the anterior portion of the frontal lobes 
and the lower and anterior portions of the temporal lobes. The 
central convolutions and the occipital lobe seemed relatively 
spared. The vessels were slightly thickened; and the middle cere- 
bral vessels showed occasional tiny yellow atheromatous plaques. 
Microscopically, argentophile plaques were not too well brought 
out and were only moderate in number. Neurofibril changes, how- 
ever, were fairly extensive. 

Case 3. K. R. This patient was a 58-year-old white woman, 
whose family history was negative for nervous or mental disease. 
Her early life was non-essential. She was married at 32; the mar- 
riage was congenial; and there were two children. She was easily 
offended, sensitive, but sociable, with numerous interests in church 
and society. She had had influenza and pneumonia in 1918. The 
menopause occurred at 48. 

About that age, Kf. R. began to have short periods of depression 
lasting half a day. These occurred about once a month, but there 
was no impairment of efficiency. At 52, she gradually became ab- 
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sentminded; and this symptom progressed until, within a year, she 
was unable to do her work because of her confusion. She projected 
her difficulties, accusing her children of stealing’ things she was 
unable to find. At 55, she was so confused she could not find her 
way around her own house; and she required help in dressing and 
undressing, as she did not comprehend the nature of clothing. She 
developed ideas of infidelity and one night attempted to climb out 
of a window of her home, asserting that other women were in the 
house. She wandered away from home improperly clad. Finally, 
she lost the ability to read or write. 

Ek. R. was admitted to Rochester State Hospital in September, 
1936. She was markedly disoriented in all spheres, overtalkative 
and irrelevant. On the ward, she required considerable sedation 
because she was noisy, excited, negativistic and resistive. Restless- 
ness was a marked feature; and in her wanderings about the ward 
she became lost. There was considerable dysarthria and persever- 
ation. The sensorium was markedly impaired, with gross defects 
of remote memory and a total absence of recent memory. At times, 
this patient would scream and become violent, apparently in re- 
sponse to hallucinations. Motor aphasia was present. She soiled 
and wet constantly. Rapid deterioration set in, she became un- 
steady and had to be confined to bed. Here, she developed muscu- 
lar twitchings of her entire body with tic-like movements of her 
extremities. Neurological examination was without result, as the 
woman was entirely uncooperative. Her condition became worse 
fairly rapidly, and she died in May, 1938, at the age of 59, after a 
course of 10 years, and two years after entering the hospital. 

The autopsy revealed arteriosclerosis, cardiae atrophy, pulmon- 
ary infarction, chronic passive congestion of the viscera and col- 
loid carcinoma of the stomach. The carcinoma had metastasized 
only as far as the adjacent lymph nodes. 

The brain was small, weighing only 1,025 grams. There was 
some gross atrophy of the frontal and superior parietal lobules. 
The atrophy in the parieto-occipital region was more pronounced 
on the right than on the left. The temporal lobes were relatively 
free of the atrophic process. The pons, cerebellum and medulla 
all seemed normal. The vessels on the whole were somewhat thin- 
walled, although there were a few tiny plaques of atheroma in the 
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right posterior cerebral arteries. ‘The anterior cerebral vessels 
were free of atheromatous changes but were small and thin. Micro- 
scopically, the familiar picture of argentophile plaques and neuro- 
fibril changes was present, with other nonspecific changes accom- 
panying them. 

Case 4. Hi. J. This case has been the subject of a previous re- 
port.® The patient, a 6l-year-old white woman, was admitted to 
Rochester State Hospital in 1939 with complaints of failing mem- 
ory and change of personality. The family history was negative 
for mental diseases. The previous history was non-essential ex- 
cept for a long depression which began at the age of 37, lasting 
three years, and a shorter attack of unknown duration at the age 
of 50. The patient apparently was normal between these episodes 
until the onset of Alzheimer’s disease at 56. At that time, she be- 
vame slack in her housework and indifferent to her personal ap- 
pearance and social activities. She developed marked defects of 
memory, and finally parapraxia set in. During this time, she was 
subject to frequent fits of weeping. She could do nothing correctly 
and had to be helped with all simple operations, such as dressing, 
combing her hair and putting on her shoes. She had been quiet, but 
about five years after the onset, she became noisy, excited and as- 
saultive. Icxamination at this time revealed no physical abnormal- 
ity, and a diagnosis of manic-depressive psychosis, manic type was 
made. A little later, because she manifested no improvement, E. J. 
was committed to Rochester State Hospital. The former physical 
findings of no obvious abnormalities were confirmed. Psychiatrie 
examination showed irrelevancy, perseveration, emotional apathy, 
and gross clouding of the sensorium. The memory was markedly 
impaired, and the patient was unable to retain anything for more 
than a few seconds. She was unable to write her name. For a 
while she was quite overactive, confused, and spent a great deal 
of time dancing, skipping, singing, calling out and gesturing. Her 
parapraxia was so far advanced that she was unable to feed her- 
self. She gradually became weaker and finally died of broncho- 
pneumonia at the age of 61, the duration of Alzheimer’s disease 
having been at least five years. 

At autopsy, she was found to have died from bronchopneumonia. 
The brain was quite small, weighing 1,050 grams, and showed some 
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diffuse but asymmetrical atrophy. This atrophy was more marked 
in the frontal regions but was also pronounced in the parietal areas, 
The left superior temporal gyrus was more atrophic than the right. 
Microscopically, there was the usual diffuse loss of cells with dis- 
turbance of lamination and chronic degeneration of the cells re- 
maining. Silver stains revealed numerous and varied argentophile 
plaques and an extensive variety of neurofibril changes. 

Case 5. R.S. The patient, a 52-year-old woman, was admitted 
to Rochester State Hospital with complaints which included failing 
memory and parapraxia. 

The mother was said to have died at 52 with an illness similar to 
the patient’s. In addition, two maternal aunts and a maternal 
uncle were said to have had mental illnesses similar to the pa- 
tient’s, probably in their early fifties. 

The patient was born in 1884. She was married at 20. There 
had been no children. The menopause was uneventful at 45. No 
physical illnesses were recorded. Her personality was described 
as pleasant and extraverted. 

In 1935, at the age of 50, the patient became absentminded. She 
would forget things that had been told to her, would mislay her 
belongings, would become confused, and would prepare supper as 
early as3 p.m. She forgot how to manage the stove properly. In 
dressing, she would place her petticoat over her dress and go to 
bed without her nightdress on; or she would put it on over her 
clothing. Her appetite failed, and she would forget to eat unless 
prompted. She slept more than usual. It was necessary for her 
husband to devote almost his entire time to caring for her. 

R. S. was taken to a local hospital where she was described as 
pleasant, replying relevantly when addressed, without remember- 
ing from one moment to the next what she had said. She was di- 
agnosed as a case of presenile psychosis and committed to Roches- 
ter State Hospital in 1937. 

At this time she had some insight, stating that she had had 
‘*some trouble in her head,’’ that her memory was bad, that she did 


not know what she was doing at times. She hoped she would be 
helped. 
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Although only 53 years old, she appeared to be a woman of ad- 
vanced years. On the ward, she was quiet, pleasant, but extremely 
eonfused. She required supervision in feeding. 

When interviewed, she was underproductive; her responses were 
prompt but not well elaborated. At times she was irrelevant, with 
a tendency to perseveration. Questionable hallucinations were 
elicited. Her memory was exceedingly defective; she was unable 
to concentrate and could not recall anything. She misspelled her 
own name and omitted words in the writing of sentences. Physi- 
eally, she was well-nourished, with blood pressure, 110/76. Neuro- 
logically, there was some impairment of the finger to nose test, the 
knee jerks were exaggerated, and there was a left ankle clonus. 
This apparent involvement of the pyramidal tract was rather sur- 
prising, as it is seldom that the process in Alzheimer’s disease in- 
volves the motor projection system. 

In September, 1938, she suffered a convulsion, fell to the floor 
and broke her hip. Her husband refused permission for surgical 
interference. In bed, she became progressively vegetative and her 
convulsions continued. From being quiet, she became noisy; her 
ability to speak became impaired; she resorted to grimaces, gur- 
glings and chucklings to express herself. Her speech became lim- 
ited and perseveration was a prominent feature. She failed slowly 
and finally died in June, 1940, at the age of 55. The duration of 
her illness had been five years. 

At autopsy, it was shown that she had died from pulmonary em- 
bolism, following thrombosis of the pelvic veins. The skull was 
thicker than normal and showed some frontal hyperostosis. The 
brain weighed 1,085 grams, the meninges were normal, and there 
was no evidence of arteriosclerosis. Bilateral symmetrical atro- 
phy, especially of the frontal and parietal regions, was present. 
Microscopically, there was an abundance of neurofibril changes and 
argentophile plaques. 


Case 6. M.L. The patient, a 60-year-old female, was admitted 
to Rochester State Hospital, with symptoms that included ataxia, 
incoherence and disorientation. 

A maternal aunt and uncle had symptoms of senility but were 


not psychotic. There is some suggestion that they suffered from 
Parkinson’s disease. 
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The patient was born in 1879 and her early development was un- 
eventful. Her education consisted of a normal school course and 
two or three years in a university. She then taught in the public 
high schools for the next 35 years. She never married. In her 
twenties, she was described as fun-loving, witty and good-natured, 
but ‘‘high-strung.’’ She always had a habit of jerking her shoul- 
ders and was considered restless and eccentric. In her twenties 
and thirties, her mother or friends with whom she lived would never 
trust her to wash dishes or dust a room as she would inevitably 
break something. She could not sit still for any length of time. 
Her clothing was always bizarre; her diet was ‘‘one-sided;’’ she 
would not wear her glasses; and she always washed her money and 
hid it under carpets. 

It is almost impossible to fix a date for a line of demarcation be- 
tween her eccentric behavior and frankly psychotic conduct. The 
disease would seem to have been of insidious onset, of slow pro- 
gression and of long duration. Twenty-five years ago, a typical in- 
cident is cited, in which the patient went to visit a friend who took 
her to the best restaurant in the city. On this occasion, the patient 
ordered a Welsh rarebit and lemonade. There is more definite evi- 
dence of abnormality 15 years ago. By this time, the disease would 
appear to have made considerable progress. M. lL. was seen to be 
‘‘nervous,’’ always rolling up her money and rolling her fingers 
over her schoolwork. Plans were made for her and a friend to take 
a trip to the Thousand Islands. On the way, M. L. changed her 
mind and wanted to visit St. Lawrence University at Canton. It 
was midsummer, the university was closed; and the two walked 
about aimlessly in the deep grass. ‘They then started on a bus trip. 
The patient had a ‘‘staring expression’’ and expressed fear that 
the bus would fall apart. She wanted the bus driver to stop so that 
she could urinate. When they came to a town, the patient entered 
a strange house without knocking, went upstairs without asking 
and used the bathroom. When she was discovered, she was laugh- 
ing and apparently could see no incongruity in her behavior. There 
were several other instances of her eccentricity on this trip. The 
friends finally returned home without reaching their original des- 
tination. 








W. H. ENGLISH, M. D. 101 


From this time on, M. L. had increasing difficulty. She could 
not get along with the children or other teachers and could not get 
her work done. About 1933 or 1934, she failed to reeognize life- 
long friends when they visited her. She retired from her work 
about 1934. During the ensuing years, she became forgetful, lost 
interest in things, could not concentrate, and became confused and 
disoriented. Her signature was no longer acceptable, and her 
brother was appointed her guardian. For two years prior to her 
hospitalization, she could not use objects, although she could iden- 
tify them. She would use the wrong eating utensils and while do- 
ing this, she would attempt to cut the portion which had already 
been cut, or would cut where there was no food on her plate. When 
she was unsuccessful in accomplishing any task, she would become 
very angry. She had to be assisted in bathing and dressing. She 
became terrified if she was seen suddenly while undressing, and 
she could not help herself further. She was often afraid of fall- 
ing, and once when she was on the middle of the stairs, she 
screamed for help. She became more agitated, moaned and cried, 
and was so helpless and deteriorated that it was impossible to care 
for her at home any longer. She was admitted to the State hospital 
in May, 1940. 

On admission, M. L. was einaciated, resistive, and screamed con- 
tinually. It was impossible to gain her attention. She appeared 
frightened, although external conditions did not seem to affect her 
emotionally. Much of her vocal production was meaningless and 
showed constant perseveration. Physically, she was an asthenie 
female, who appeared younger than her given age. She did not 
seem to be more than 45 or 50, although her actual age was 61. She 
was extremely rigid, the pupils were slightly irregular and slug- 
gish, a right internal strabismus was present with ptosis of the 
right lid. Deep reflexes were increased, her speech was slurring, 
and much grimacing was seen. She was difficult to feed, often 
spewing forth her food. She grew steadily weaker. About 10 
days following admission her temperature rose and she died. She 
was in her sixty-first year and the illness had had a duration of at 
least 15 years. 

Autopsy findings disclosed that death was due to a capillary 
bronchitis. The brain weighed 990 grams. The vessels were trans- 
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parent and showed no degenerative changes. Marked generalized 
symmetrical atrophy was present, accentuated over the frontal tips, 
the superior temporal gyri, and the parietal lobes. The pons and 
cerebellum were also reduced in size. Microscopically, the picture 
was characteristic, as there were large numbers of plaques and 
neurofibrils diffusely distributed throughout the gray matter of the 
cerebral hemispheres. 

Case7. A. T. The patient, a 53-year-old woman, was admitted 
to Rochester State Hospital on May 24, 1934, with symptoms of 
depression, loss of memory and change of personality. The family 
history was negative. 

The patient was born in Italy in 1881 and came to the United 
States in 1909. She was married at the age of 25. The marriage 
was congenial, although the husband was an epileptic. She had 
three children. There were no unusual personality traits. 

About 1930, at the age of 49, the patient began to worry about 
her husband’s epilepsy. She became absentminded, placed articles 
about the house and then could not find them. She began to think 
her neighbors were talking about her and stealing her things. She 
did everything about the house incorrectly, washed the dishes in 
cold water and put them away in unusual places. Finally, she was 
unable to carry on the housework. She began to go to bed fully 
dressed, and became very untidy in appearance. She was ex- 
tremely irritable. Often, she went out and became lost. When she 
was returned to her home, she would not recognize it. 

Upon her admission to Rochester State Hospital, in 1934, A. T. 
was found to be a well-developed, fairly well-nourished female of 
53, with signs of peripheral arteriosclerosis, and blood pressure of 
140/80. The knee jerks were diminished, with a fine tremor of the 
tongue and fingers. Laboratory examinations were negative. 

Kollowing admission, she was noisy, disturbed and assaultive. 
It was impossible to do a proper psychiatric examination owing to 
the language difficulty coupled with the patient’s irrelevancy. She 
did not answer questions. There were many reiterations about her 
home and family. Her memory was defective in both spheres, and 
she was disoriented for time and place. Assistance was necessary 
in dressing, and she was always untidy in habits and appearance. 
Later, she required assistance in feeding. In 1936, she became so 








W. H. ENGLISH, M. D. 103 


unsteady on her feet it was necessary to confine her to bed. Early 
in 1937, she had what the nurses described as an internal convul- 
sion. There were no tonic or clonic convulsions, but the abdomen 
was retracted; the eyes rolled upward and backward; the patient 
frothed at the mouth, bit her tongue, and voided involuntarily. She 
did not appear to be particularly stuporous, and examination of the 
fundi revealed no pathology. She remained in bed, where she was 
noisy, destructive and dirty. Various twitchings developed, con- 
tractures set in; she gradually failed, and finally died in August, 
1940, at the age of 59. The illness had lasted 10 years. 

Of particular interest, was the fact that this case was primarily 
diagnosed as one of dementia precox. This, in part, was due to the 
language difficulty, but it must be pointed out that all the essential 
clinical signs and symptoms existed early enough to have war- 
ranted an early diagnosis of Alzheimer’s disease. 

Autopsy findings indicated that bronchopneumonia had caused 
death. The brain weighed 930 grams and showed marked atrophy 
of the frontal, temporal and parietal lobes bilaterally. The lower 
centers also were reduced in size. Histologically, an abundance of 
argentophile plaques and neurofibril changes confirmed the im- 
pression of Alzheimer’s disease. 


Discussion 


In analyzing these cases it is seen that in two there was some 
ancestral defect. In the family of R. S., Case 4, the maternal side 
was strongly tainted; and the history tends to show that the dis- 
ease suffered by the mother and her siblings was the same as, or 
similar to, that suffered by the patient. In the other case, M. L., 
Case 6, the maternal line of ancestry was again tainted. In this 
instance, the processes in the relatives were not the same as in the 
patient but pointed to neural defects of the subcortical motor sys- 
tem. In one case, 8. H., Case 2, no family history was obtainable. 
In the remaining four, the family history was said to be negative. 
The familial incidence cited in the literature is not high, and these 
four cases seem to substantiate the fact that heredity is not a major 
factor in this disease. 

An arresting feature is the predominance of the female sex— 
all patients in this series were women. Fuller? in reviewing the 
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first 13 eases reported found an incidence of 7:6 females to males, 
Rothschild,’ in 53 cases, claimed a female preponderance of 3:2. 

The approximate age of onset in the cases reported here were 
respectively 47, 48, 50, 56, 50, 45, 49, or a mean age of 50 years, 
Cases have been reported where the ages of onset ranged from 15 
upward. Jervis,’ in a careful analysis, excluded the majority of 
those below the presenium (40 to 60). But, without doubt, cases 
oeeur which commence before the usual presenium, although in this 
series no early cases were present. All patients were well beyond 
40, and three were 50 or over before symptoms were noted. 

The course of the disease in this series was respectively 12, 6, 10, 
5, 5, 15, 10 years or an average of nine years. The literature re- 
cords the duration as varying from eight months to 20 years with 
an average duration of five years. In the cases reported here, the 
least duration was five years, and the longest 15 years or more. 

Some thought has been given to the rapidity of the course. 
Gruninal’s® statement that a considerable degree of dementia 
is reached in a couple of years holds good for the majority of this 
series. In all cases, except Case 6, organic defects were well ad- 
vanced within a couple of years, leading to practical disabilities. 
Ir. Case 6, the patient, in spite of organic impairment, was able to 
earry on for a considerable time under great difficulty. It is per- 
haps a reflection on our teaching system that she was permitted to 
mould the minds of the young when she was obviously a well- 
advanced mental case. 

Studies reveal that except in two cases, these women showed few 
unusual personality traits. They were more or less extraverted, 
interested in other people, fulfilling their parts in personal and 
community social activities. In three cases, however, the point 
was made in the anamnesis that the patient was sensitive and easily 
offended. In Case 2, there is no information as to previous per- 
sonality. Case 6 reveals an eccentric, miserly, untidy individual, 
but even she was not introverted. In fact, introversion is conspicu- 
ous by its absence in this series. 

Physical disorders do not seem to have been a factor. All were 
well-developed women with no abnormalities or endocrine dys- 
erasias. Past histories showed no chronic illnesses. In Case 1, 
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the patient had suffered a skull fracture at 18; and in Case 3, there 
had been influenza and pneumonia at age 40. 

It is remarkable how often the first changes noted in these pa- 
tients are of an emotional nature. Depression is the outstanding 
feature. In Cases 1 and 3, depression is definitely noted. In Case 
5, apathy and indifference are cited; but as this patient had suf- 
fered two previous attacks of typical cyclothymie depression, the 
symptoms noted may merely have been a passive form of depres- 
sion. In Case 7, the more active form of depression, worry and 
anxiety ushered in the clinical picture. In Case 2, the onset was so 
slow and insidious that it would be impossible to determine the 
initial emotional state. This patient was, however, subject to pe- 
riods of emotional depression. In Case 5, the history fails to re- 
veal any emotional reaction—merely indifference. Explanation 
for the states of tearful anxiety reported is singularly lacking in 
the anamneses. As the majority of these cases progress rapidly 
and often come to the psychiatrist late, it is difficult to ascertain 
the cause for the emotional change. Is it organic in nature or has 
it a functional connotation? The only answer furnished so far is 
by the patient reported by Boyd.* This man, seen five years after 
the onset of the disease, retained insight into his condition for a 
remarkably long time. When questioned, he reported that the first 
thing he noticed to be amiss was his inability, one evening, to total 
a bridge score. Gradually, he noted other intellectual failings and 
developed as a consequence a state of nervousness and confusion. 
It may be that, in many cases, the emotional state follows an 
awareness of intellectual disability. Anxiety is an early symptom 
followed by apathy and indifference. The mild paranoid trends, 
suspicion and fear often seen, can be part of the patient’s reaction 
to the awareness of the recognition of his disability by others. 

The presence of other psychoses is noted in Case 4 where an un- 
doubted classical attack of manic-depressive depression had oe- 
curred previously. The seventh case had many features suggestive 
of schizophrenia. 

For the rest, the clinical picture is the same in all cases and fol- 
lows a well-defined pattern as outlined in a previous paragraph. 
This clinical picture is always accompanied by the same pathologi- 
eal findings. 
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CoNCLUSIONS 


It would appear, on the basis of this study, that Alzheimer’s dis- 
ease is a distinct clinicopathologic entity which, while not common, 
is not so rare as commonly believed. 

Finally, it is pertinent to emphasize that familiarity with the 
clinical picture will show that many more cases exist than have 
hitherto been suspected. 


Rochester State Hospital 
Rochester, N. Y. 
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PROBLEMS OF CANCER THERAPY IN A STATE HOSPITAL* 
BY J. MOORE, M. D. 


Malignant growths offer many and varied problems to a State 
hospital physician. His responsibility extends all the way from 
cancer prevention and early diagnosis to decisions on treatment 
measures. An attempt will be made to point out some of the diffi- 
culties encountered in a State institution relative to the problems 
of cancer therapy. 

A methodical examination was undertaken of the clinical and 
pathological records of Creedmoor State Hospital patients who 
disclosed malignant growths at autopsy, and it is felt that such find- 
ings provide a source of some interest and value regarding the fre- 
quency, distribution and end results of cancer. It is hoped that 
this presentation may contribute to a more comprehensive view of 
the problem, as well as serve to draw attention to the specific diffi- 
culties that exist in dealing with the problem in a mental hospital. 
In the course of investigation, certain general observations seemed 
warranted. 

It is obvious that in a mental hospital the physician is severely 
handicapped by a lack of cooperation on the part of the patient, 
both in the vital stage of early detection and diagnosis and, later, 
in the stage of treatment. This should lead the physician to become 
‘“‘eancer conscious’’ and to bend every effort to foster among 
nurses and attendants cooperation in watching for and reporting 
suspicious signs which they may observe in the routine handling of 
patients, in such work as bathing, feeding and dressing. In this 
connection, it is to be noted that at times the patients, by distorting 
existing symptoms, furnish false and misleading clues; and it is to 
be said also that the psychiatrist, who is very often too zealous in 
his search for delusions among his patients may discount some 
justified complaints. 

This enormously complicates the task of cancer control, which 
presents itself as a major health problem in any State institution 
for the treatment of mental diseases. There are two factors which 
contribute to make this problem one of major importance. (1) The 
staff is confronted with the responsibility for treating patients who 


*Read before the interhospital conference at the New York State Psychiatric Institute and 
Hospital, April 17-18, 1941. 
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develop and progress through all the stages of the disease while in 
residence. (2) The frequency incidence is higher than in other in- 
stitutions, because a large percentage of admissions consists of 
cases of senile psychoses and other organic mental conditions de- 
veloping late in life and thus included in the so-called ‘‘cancer age”’ 
group. 

The importance of familiarity with types of precancerous lesions 
and the necessity for early and accurate diagnosis cannot be over- 
emphasized. In several instances, it was evident that by simple 
surgical procedures, it would have been possible to relieve mechani- 
cal interference with normal function. ‘his was especially signifi- 
cant in the cases of hydronephroses due to ureteral obstruction by 
tumor mass. By alertness on the part of the hospital physician to 
the possibility of tumors and by promptness in diagnosis and treat- 
ment, it is not improbable that much more could be accomplished 
in State hospitals in prolonging life or even effecting permanent 
cures, 

The material for this study was drawn from a statistical survey 
of a series of 700 consecutive autopsies personally performed by 
the writer at Creedmoor State Hospital over a span of seven years 
from January, 1934, to January, 1941. In this analysis, 12.5 per 
cent, or 87 cases, revealed the presence of verified malignant neo- 
plasms. In addition to the autopsy material, 13 cases receiving 
early cancer therapy within the past two years for external malig- 
nant lesions were included, in order to point out favorable results 
obtained in contrast to cases in which diagnosis was not made until 
later manifestations of the condition were in evidence, 

The group of cases will be considered more from a topographical 
than a histological classification, so that we may get an accurate 
picture of the relative distribution of cancer in different organs. 
Table 1, illustrating the detailed tumor distribution study, shows 
that the distribution is entirely irregular and involves all tissues 
and organs. It also shows that there is no marked preponderance 
of any particular type in a mental institution. 

In reference to the types of psychoses associated with the Creed- 
moor cancer cases, it is interesting to note that about 75 per cent 
of the carcinomas occurred in patients in whom mental diagnoses 
of dementia precox, paranoid type, or psychosis with cerebral ar- 
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teriosclerosis, or manic-depressive psychosis were made, and who 
exhibited marked paranoid trends or aifective reactions. This find- 
ing is in striking agreeinent with Lewis’ experience, as described 
in his monograph, ‘* Research in Dementia Pracox.*’’ Lewis states, 
“The experience with post mortems in hospitals for mental disor- 
ders has revealed in a general way the tendency of such ‘regres- 
sive’ types as hebephrenic-catatonic dementia precox to develop 
diseases in which the ‘regressive’ tissue changes are predominant 
throughout the body, e. g., tuberculosis, and that those with para- 
noid developments and essentially affective disorders with their 
hypercompensatory activities, projective symptoms, ete., are in the 
great majority of cases affected with ‘progressive’ lesions in the 
form of carcinomas, or with hypertrophy and decompensation of 
the heart and other serious circulatory lesions in the aorta or 
cerebral vessels.’’ 

Certain groups and individual cases have been selected for spe- 
cial consideration because they happen to bring into sharper focus 
some particular aspects of the cancer problem. 


TABLE 1. TOPOGRAPHICAL DISTRIBUTION OF NEW GROWTHS 


Location Number of cases 


.. Geattwo-Rutostimal Pract: iia c:s:s.eiciaiacaasieweld'e ieee eben 21 
Mouth (1), esophagus (1), stomach (9), 
intestine (10) 

fe. Gemtral Nervous Sy etewe sisi.se ss ccvitevasasawsanee 14 


Meningioma (6), pineoloma (1), pituitary (1), 
basal ganglia (2), metastatic (4) 


III. Genito-urinary Tract 


99 
Kidney (2), bladder (3), prostate (3), uterus (9), 
ovary (5) 
BW. SAROOIERl OTENCG 6 ksicdscsescasnsceekewdd Seine — 13 
Skin (9), lips (2), tongue (2 
We WORRIMNOY THRE 5 oss sens cccceseivesacevesece eee 6 
Lung (4), larynx (2) 
Vas) EE 5560 2's 5. Cae K SS Kesae ceases aeen 18 
Gall bledder (2), pancreas (4), adrenal (1), 
breasts (11) 
7a DEE: Givutdstcasperivacsdedadenksseeenns 6 


Middle ear (1), bone (1), eyes (2), melanoma ma- 
lignant (1), neurogenic sarcoma (1) 








*Lewis, Nolan D. C.: 


Research in dementia precox. National Committee for Mental Hygiene, 
136, 1936. 
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In our breast carcinoma analyses, there was the opportunity to 
observe patients from the time of the discovery of the condition to 
autopsy. The particular points brought into focus by this group 
are: late diagnosis, consequent inadequate therapy and poor prog- 
nosis. The conclusion one can hardly avoid is that breast tumors 
are frequently overlooked during the early phase. To a large ex- 
tent, the failure to make an early diagnosis was due to the fact that 
there was absence of pain or other symptoms during the early 
stages. Also, the mental patient in whom the power of observation 
and self-interest is lacking will be less likely to notice early changes, 
Moreover, the depressed and potentially suicidal patients may fre- 
quently even try to hide the presence of early changes or lesions, 
inasmuch as they may consider malignant growths a means to the 
desired end of death. Consequently, the majority of the growths 
which were not‘discovered by the members of the staff were dis- 
covered by the hospital personnel during nursing care, bathing and 
dressing of patients. In some cases, the lesions at the time of dis- 
covery were already fairly well advanced with obvious lymphatie 
involvement. 

In addition to the problems of diagnosis, mental hospitals also 
have problems of therapeutic procedures which do not have to be 
coped with in general hospitals. At Creedmoor State Hospital, a 
careful analysis of the type and stage of the neoplasm is made; 
and the choice of therapy is decided upon only after joint consulta- 
tion with the surgeon and the radiologist. The radiologist deter- 
mines the selection of dosage, type and methods of application of 
irradiation, and the surgeon determines the type of operation. 

The literature on breast cancer therapy is enormous and repre- 
sents a series of detailed investigations of great interest. It dis- 
closes considerable controversy as to the respective merits of sur- 
gery and radiation, as well as much discussion of the advantages 
and disadvantages which the patient suffering from cancer of the 
breast derives from preoperative and postoperative irradiation. 
The merits of the various procedures will not be discussed in this 
presentation. However, it might be mentioned that many investi- 
gations show that there are advantages in each type of therapy. It 
may also be stated that in cases diagnosed before signs of progress 

















J. MOORE, M. D. 111 


are in evidence, surgery complemented by radiation therapy seems 
to be the method favored by most authorities. 

Radiation therapy was recommended in about 50 per cent of the 
(Creedmoor series of cases. Frequently, such procedures had to be 
discontinued, due to the patient’s decidedly uncooperative attitude, 
often a result of the development of delusions of electrocution and 
trends against the operator. Patients for whom radium treatment 
was indicated had to be taken at regular prescribed intervals to in- 
stitutions equipped with proper facilities ; and because of uncooper- 
ativeness, such transfers frequently involved considerable difficulty. 

In a more detailed analysis of the group of 14 cases of breast 
malignancies, other interesting observations have been made. The 
classical Halsted operation was not employed, because in some of 
the cases the physical condition did not warrant such procedure, 
while in others the condition was already too far advanced. Sim- 
ple mastectomy was the usual surgical procedure employed and was 
aimed solely at the prolongation of life and the alleviation of pain 
and other symptoms; the so-called ‘‘emotional surgery.’’ This 
form of treatment is of great value in a mental institution where 
the emotional apparatus of the patients are already over-taxed. 

All the diagnoses were confirmed by microscopical examinations, 
and all the usual types of malignant growths of the breast were en- 
countered, medullary carcinoma being the most frequent with a 
lesser number of scirrhous and duct carcinomas. 

Analyses also showed that metastatic involvement was consid- 
ered as the cause of death in eight, or 57 per cent, of the breast 
cases and that the average duration of life from the time the lesion 
was discovered was 14 months. 

Concerning the distribution of the metastases, the pleura was 
found involved in one case; the spleen in one; the bones in one; the 
liver in two cases; the axilla in three; the opposite breast in one; 
and the lungs in seven cases. These results lead us to agree with 
the conclusions of investigators who give poor prognosis in most 
breast carcinomas. (Figure 1.) 

Cutaneous or external cancer, usually occurring in the later 
life of the individual, was encountered rather frequently among the 
Creedmoor patients. Generally, in contrast to the breast carci- 
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nomas, diagnoses were made relatively early in this group and 
treatment gave satisfactory results. 

Malignant conditions of the skin are, in fact, the least difficult 
to manage in a State institution; and the high percentage of sue- 
cess may be readily explained. Since the lesions appear on the 
surface of the skin, they may be detected without the cooperation 
of the patient, and as they are usually of slow growth there is am- 
ple time to apply treatment before an advanced stage is reached. 
Again, they are all readily accessible, and the majority are ex- 
tremely sensitive to irradiation treatment. 

Skin lesions are generally divided into two chief types, the rodent 
ulcer or basal cell carcinoma and the squamous or prickle cell ear- 
cinoma. Both of these types were encountered among the Creed- 
moor patients. Treatment consisted of complete excision where 
possible, followed by radiation therapy. 

Although the majority of skin lesions respond well to therapy, 
one must be on guard for those which present greater difficulty in 
treatment. Melanotic growths belong to this type. Though often 
designated ‘‘sarcoma,’’ they are in all probability of epithelial 
origin, the presence of pigment being one of the chief reasons for 
this view. 

In this group one case revealed multiple melanotic lesions on the 
face, forehead and scalp, of cauliflower formation and accompanied 
by ulceration and offensive discharge. Although radiation therapy 
was applied, the growths proliferated rapidly, with the formation 
of new metastatic foci; and the patient finally died while still under- 
going treatment. In this type of growth, diagnosis in the earliest 
stage is of paramount importance as the melanotic growths, unlike 
most surface lesions, are extremely malignant. 

In the entire series of neoplasms, brain tumors ranked third in 
frequency of occurrence. Some of the tumors which histologically 
might properly be considered as benign are included here because 
of their potentially fatal location. (Figures 2 and 3.) 

Of all the types of intracranial tumors the meningiomas seem to 
offer the best surgical prognosis; and, therefore, their early recog- 
nition is of considerable importance. Because many such tumors 
affect the frontal lobes, they are more commonly found among psy- 
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chotic patients. Forty-two per cent of the central nervous system 
new growths in the present series were found to be of this type. 
In three of the Creedmoor cases, the meningiomas assumed a para- 
sagittal location and were found to involve the motor areas by caus- 
ing pocket formations in the brain tissue by the compression ex- 
erted by the tumors. Clinically, marked epileptiform seizures 
which were attributed to the concomitant cerebral arteriosclerotic 
eondition—were a common symptom in this group. 





Intracranial symptoms associated with malignancy elsewhere 
suggest metastases to the brain. Such spread may take place from 
almost any organ of the body but the lungs, kidney and breast are 
the most frequent sites of the primary growth. In the present se- 
ries of four metastatic cerebral tumors, the breast was found to be 
the primary focus in three cases and the kidney in one case. The 
particular feature brought into focus by this intracranial tumor 
group as a whole is the failure to recognize existence of tumors in 
this location during life and their ultimate discovery as an inei- 
dental finding at autopsy. Of the entire group of 14 intracranial 
tumors only two, or 14 per cent, were suspected during life. 

A few remarks on some of the difficulties one may encounter in 
the diagnosis of intracranial tumors may be mentioned, and some 
illustrative cases relative to such difliculties will be discussed. Cer- 
tain locations of the brain are relatively slow to produce symptoms; 
and in such areas, a tumor may grow to considerable proportions 
before any symptoms result. 

The proper evaluation of mental symptoms in the diagnosis of 
intracranial tumors is frequently very difficult. In view of the fact 
that many cases admitted to a State hospital present the mental 
symptom complex associated with cerebral arteriosclerosis, it is 
of particular importance to be on the lookout for other disease pro- 
cesses—such as brain tumors—in which mental symptoms closely 
simulate the cerebral arteriosclerotic reaction. Some illustrative 
cases will be reported briefly. 


Cask 1. Avwvtopsy No. 550 


A patient whose clinical and mental symptoms were considered to be due 
to cerebral arteriosclerosis, disclosed metastatic carcinoma at autopsy. 
Patient E. W. was admitted to Creedmoor State Hospital on July 10, 1937, 
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at the age of 46. The family history was negative for mental or nervous 
diseases. The early life was uneventful. In January, 1936, a mastectomy 
had been performed because of swelling and lump formation of the left 
breast. The pathological report at that time was carcinoma of the breast 
with lymph node metastases. In May, 1937, she had suffered a cerebral in- 
sult, causing a left hemiplegia, which was diagnosed as thrombosis. After 
complete recovery, she suffered another cerebral insult following which 
mental symptoms became apparent. She became noisy, confused, irrational, 
asking repeatedly for unnecessary things and accusing her husband of in- 
fidelity. She evidently heard voices, and she expressed delusions of perse- 
cution. She was noted to be physically well-nourished, revealing flaccid 
paralysis of left arm and leg. The blood pressure was 170/100. The 
urine showed albumin. The blood Wassermann was negative. There was 
a positive Babinski sign present on the left side. Deep reflexes were in- 
creased. The opinion given at that time was hemiplegia, due to vascular 
lesion; and the mental diagnosis made was psychosis with cerebral arterio- 
sclerosis. A note on October 29, 1937, revealed that the patient had become 
apathetic and difficult to arouse. She grew progressively weaker and died 
on November 4, 1937. The autopsy disclosed a tumor extending from the 
dura overlying the right frontoparietal area, infiltrating the white matter 
of the brain and extending to the basal ganglia. The histological examina- 
tion revealed a metastatic carcinoma. An interesting feature of this case 
was the absence of increased intracranial pressure and other classical symp- 
toms associated with cerebral tumor. It is also interesting to note that the 
symptoms considered to be the results of cerebral arteriosclerosis could well 
be accounted for by the location of the tumor. (See Figure 2c). 
Case 2. Autopsy No. 797 

A patient who had large pituitary tumor not suspected during life. 
Patient C. T. was admitted to Creedmoor State Hospital in February, 1940, 
at 75 years of age. Two years prior to admission, she had been forgetful, 
childish, and incontinent. Mentally, she was noted to be irritable, depressed 
and disoriented with marked emotional instability. Physically she disclosed 
fixed pupils, with a blood pressure of 148/100. Edema of the ankles was 
present. The Wassermann reaction was negative. During her residence, she 
became progressively weaker and finally revealed myocardial failure—grad- 
ually lapsing into a comatose state and dying on May 2, 1940. The autopsy 
brought to light an encapsulated tumor mass the size of a small tangerine in 
the region of the pituitary body with no evidence of cystic formations. The 
infundibular region appeared compressed ; and the chiasma was found to be 
stretched and much thinner than normal. Histologically, the tumor was 
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found to have all the characteristics of a chromophobe adenoma. It may be 
of interest to note that although the optic nerves and chiasma were flattened 
by pressure, this patient had had no recognized visual symptoms and, fur- 
thermore, since the chromophobe adenoma is a non-secreting tumor of an 
endocrine organ, it did not produce any recognizable constitutional disor- 
ders. Therefore, it is safe to assume that for these reasons the tumor was 
never suspected during life in this case. (See Figure 3a and b.) 


CasE 3. Autopsy No. 191 


Progressive blindness was attributed to cataracts of the eyes; autopsy 
disclosed a pineoloma causing pressure on the quadrigeminal plate. Patient 
M. T. was admitted to Creedmoor State Hospital February 7, 1929, at 74 
years of age. The family history was said to be negative. The personal 
history disclosed that the patient had had eye symptoms for the past 10 
years and for the last two years prior to admission had been completely 
blind. Previous to admission, she had been very excitable, screaming with- 
out cause. She was irritable and would fight with everyone near her. At 
the hospital, she was found to be irrelevant, uncooperative, delusional and 
disoriented in all spheres. Physically she appeared totally blind revealing 
double cataracts, and general arteriosclerosis. Her heart sounds were of 
poor quality. Throughout her stay at the hospital, this patient was con- 
tinuously bedridden because of general weakness which required constant 
care and attention. On June 9, 1934, she died. The clinical cause of death 
was given as chronic myocarditis and general arteriosclerosis. At autopsy a 
tumor, about the size of a walnut and with an irregular surface, was found 
in the region of the pineal body. There was no evident invasion of the third 
ventricle. The tumor was found in direct contact with the quadrigeminal 
plate, causing compression and almost complete atrophy of the superior 
quadrigeminal bodies. Histologically, the tumor was characteristic of an 
adult type of pineoloma. It may be noted that the compression of the su- 
perior quadrigeminal bodies was the direct cause of blindness. Since the 
tumor was of an adult type and, therefore, not developed during childhood, 
syndromes of hormone dysfunction were not evident in this case. (See 
Figure 3c and d and Figure 4a.) 


The gastrointestinal tract is a comparatively silent area; and 
cancer usually causes little discomfort in the early phase of the dis- 
ease in this location. However, even during this stage there may 
be slight irritation or changes in the character or frequency of 
bowel movement. The normal individual can frequently give a 
fairly accurate account of such changes occurring for months pre- 
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ceding the advanced stage of this disease. On the other hand, in 
the average type of mental patient, such premonitory symptoms, 
which are of the highest value in establishing an early diagnosis, 
are not disclosed, and often a physician is confronted with the term- 
inal phases of cancer in this region. 

In several of the Creedmoor intestinal new growths disclosed at 
autopsy, the clinical history revealed that sudden acute intestinal 
obstruction was the first symptom noted, An illustrative case may 
be cited: 

Case 4. Autopsy No. 672 

Patient M. H. was aged 48. The early life was uneventful. She was ad- 
mitted to Creedmoor State Ilospital on July 25, 1936. Mentally, she was 
deseribed as restless, depressed, agitated and absorbed with ideas of im- 
pending danger. The physical examination was essentially negative. 

Throughout her stay at the hospital, this patient continued to be agitated 
and often admitted auditory hallucinations. She stated that people were 
chasing her and calling her names. 

A note on November 27, 1936, states that the patient required frequent 
eatharties and enemas for bowel regularity. In December, 1938, it was 
noted that she had a poor appetite and showed some loss of weight. 

On March 14, 1939, M. I. suddenly developed abdominal distention which 
appeared first in the pelvic region and then gradually involved the entire 
abdomen. Enemas did not relieve the condition. A surgical consultation 
was held and it was decided—since no evidence of complete obstruc- 
tion was shown by X-ray examination—that further observation should be 
made. Pitressin therapy was instituted. However, at midnight, the patient 
showed signs of cardiac collapse and died. 

The autopsy revealed an infiltrating and stenosing carcinoma of the lower 
rectum which was the etiological factor in the production of the acute in- 
testinal obstruction. (See Figure 4b.) 

Subjective symptomatology, which is an important factor in de- 
termining the existence of cancer in the gastrointestinal tract, is ex- 
ceedingly unreliable among patients in a mental hospital. Many 
harbor somatic delusions and are likely to represent organic pain 
as part of their imaginary situation. As it is almost impossible to 
sift data in every instance, cases where an actual basis exists may 
be overlooked. This type of pitfall is most likely to occur in dis- 
orders of the gastrointestinal tract. This tract serves as the center 
for most imaginary complaints; and mentally-distorted symptoms, 
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which eventually prove to have an organic basis such as cancer, 
may be discounted. Two examples serve to show how ingeniously 
patients interpret organic pain in terms of psychogenic delusions. 


Case 5. Autopsy No. 877 

Patient H. L. was admitted to Creedmoor State Hospital on November 15, 
1930. He was 67. His early life was said to have been uneventful except 
for increasing deafness. Tor the past 12 years, he had developed progres- 
sive aversion to social activities, showed no ambition and kept entirely to 
himself. Prior to admission, he was argumentative, acted strangely, began 
cutting radio antennae in the neighborhood and got himself into difficulties 
which led to his commitment. 

In the hospital, he was described as restless, hyperactive and harboring 
a multitude of delusions of persecution. He asserted that ‘‘radio people’’ 
were ‘‘hounding him’’ and that he was completely influenced by them. 
Throughout his stay, he maintained such delusions. Physically, he showed 
senile traits, a systolic murmur at the apex of the heart, blood pressure of 
172/68. The radial arteries were sclerosed, the urine and blood Wassermann 
were negative. 

In the early part of 1940, H. L. began to have somatie delusions; insisted 
that the radio was taking his appetite away and causing much discomfort 
in his abdomen. On that account he refused nourishment. Later, he be- 
lieved that his stomach was connected with radio wires and that electrie 
shocks eaused vomiting and considerable pain. He continued to refuse 
nourishment, gradually became more emaciated. The heart sounds became 
weaker, and he died on December 11, 1940. The elinieal diagnosis was ar- 
teriosclerotic heart disease, the mental diagnosis, senile psychosis, paranoid 
type. 

At autopsy, the patient disclosed an infiltrating and stenosing type of ear- 
cinoma involving the pylorus and causing an almost complete obstruction. 


Case 6. Avutrorsy No. 356 

Patient D. M. was admitted to Creedmoor State Hospital on December 
17, 1932, at the age of 66, and with a history that, for a year, he had showed 
mental symptoms such as excitability and the use of obscene language. 

At the hospital, he was noted as being childish and confused and as en- 
tertaining delusions of reference and persecution. Memory and orientation 
were impaired. Physically, he was fairly well nourished; the pupils were 
equal but sluggish to light; the knee jerks were diminished; and the super- 
ficial vessels were sclerosed. Blood pressure was 200/100; and the blood 
Wassermann was negative. 
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In March, 1935, this patient developed somatic delusions. He refused to 
take food because he thought it would affect his brain. Gradually he en- 
larged on such complaints, believing that people placed their arms around 
his neck and choked him when he attempted to eat. A note in October, 
1935, revealed that the patient had been continually losing weight and con- 
stantly complaining of a sore throat. Recently, he had been regurgitating 
after eating, and it was felt that this regurgitation was induced because of 
his delusions. 

D. M. gradually lost weight, became decidedly emaciated and, following 
cardiae failure, died on November 20, 1935. The physical clinical diagnosis 
was cardiovascular disease, and the mental diagnosis was psychosis with 
cerebral arteriosclerosis. 

The autopsy revealed an infiltrating and ulcerative type of carcinoma in- 
volving the lumen of the esophagus at about the level of the bifurcation of 
the trachea and with metastatic involvement in the cervical glands and 
thyroid. (See Figure 4c.) 

It is quite apparent that delusions and hypochondriasis should 
never be finally accepted as such until all possible organic condi- 
tions have been excluded. It is also obvious that by simple eso- 
phagoscopy the existing condition in the last case cited might have 
been disclosed. 


Department of Pathology 
Creedmoor State Hospital 
Queens Village, N. Y. 








THE VALIDITY OF THE SHIPLEY-HARTFORD RETREAT TEST FOR 
“DETERIORATION” 


BY BENJAMIN POLLACK, M. D. 

In the past few years, many tests have been devised to test or 
measure the nebulous factor of ‘*deterioration’’ in mental patients. 
Some of the better-known and more recent tests have been devised 
by Kasanin and Hanfmann, Goldstein, Landis, Zubin and Bolles, 
and Shipley. They are all based on the marked loss in conceptual 
or abstract thinking that may be found in various types of mental 
disorders, particularly in the schizophrenias and organic types. 

It has been repeatedly shown that vocabulary retention is much 
better preserved than the power of abstract thinking. As the pro- 
cess to be explained becomes more complex, the dependence on 
previous experience is greater. There is more dependence— 
for a clearer understanding of the problem to be solved—on a com- 
parison with methods used in the past. Thus, each concrete con- 
sciousness and its component parts becomes a link in a continuous 
chain of psychic processes which have evolved as a result of the 
law of necessity. Corresponding to such processes in adults, are 
seen lower and less perfect forms in primitive man, children and 
animals. This is well expressed in the well-known statement that 
thought and language, in their development, change from feeling, 
concreteness and perception toward the direction of reasoning dif- 
ferentiation and abstraction. 

The Shipley-Hartford Retreat Scale was selected for study be- 
vause of several factors. It may be self-administered and thus 
given to large numbers, since it requires no personal attendance 
for each case, because the directions are self-explanatory. It con- 
sists of two portions, each of which must be answered in a minimum 
of 10 minutes, but the final analysis of the results is not dependent 
entirely on the number of parts answered. The test is based on an 
analysis of the vocabulary level as compared with the power of ab- 
stract judgment. The first portion of the test (Chart 1) consists 
of 40 words, for each of which are given four words from which one 
appropriate synonym must be chosen and underlined. There are, 
thus, 160 words to choose from for this portion of the test, but 
there are only four words for comparison with each word in the 
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CHART 1 
Rs caiscnesccacesecctesecscascegscersenceredecscencuces 
In the test below, the first word in each line is printed in capital letters. 


it are four other words. 


Opposite 
Draw a line under the one word which means the same thing, 
or most nearly the same thing, as the first word. A sample has been worked out for you 


If you don’t know, guess. Be sure to underline the one 


word in each line that means 


the same thing as the first word. 





sample 
LARGE red big silent wet 
begin here 

(1) TALK draw eat speak sleep 

(2) PERMIT allow sew cut drive 

(8) PARDON forgive pound divide tell 

(4) COUCH pin eraser sofa glass 

(5) REMEMBER swim recall number defy 

(6) TUMBLE drink dress fall think 

(7) HIDEOUS silvery tilted young dreadful 

(8) CORDIAL swift muddy leafy hearty 

(9) EVIDENT green obvious sceptical afraid 
(10) IMPOSTOR ‘ conductor officer book pretender 
(11) MERIT deserve distrust fight separate 
(12) FASCINATE welcome fix stir enchant | 
(13) INDICATE defy excite signify bicker 
(14) IGNORANT red sharp uninformed precise 
(15) FORTIFY submerge strengthen vent deaden 
(146) RENOWN length head fame loyalty 
(17) NARRATE yield buy associate tell 
(18) MASSIVE bright large speedy low 
(19) HILARITY laughter speed grace malice 
(20) SMIRCHED stolen pointed remade soiled 
(21) SQUANDER tease belittle cut waste 

22) CAPTION drum ballast heading ape 
(23) FACILITATE help turn strip bewilder 
(24) JOCOSE humorous paltry fervid plain 
(25) APPRISE reduce strew inform delight 
(26) RUE eat lament dominate cure : 
(27) DENIZEN senator inhabitant fish atom 
(28) DIVEST dispossess intrude rally pledge ’ 
(29) AMULET charm orphan dingo pond 
(30) INEXORABLE untidy involatile rigid sparse 
(31) SERRATED dried notched armed blunt 
(32) LISSOM moldy loose supple convex 
(33) MOLLIFY mitigate direct pertain abuse : 
(34) PLAGIARIZE appropriate intend revoke maintain 
(35) ORIFICE brush hole building lute } 
(36) QUERULOUS maniacal curious devout complaining 
(37) PARIAH outcast priest lentil locker 
(38) ABET waken ensue incite placate 
(39) TEMERITY rashness timidity desire kindness 
(40) PRISTINE vain sound first level 


Copyright 1939 The Neuro-Psychiatrie Institute of 


the Hartford Retreat 
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first column. An example is given at the beginning of the test for 
greater clarity in following the directions. The second portion of 
the test (Chart 2) consists of 20 questions, all based on abstract 
reasoning. Each question consists of a variable number of words, 
phrases, numbers or letters which have some common characteris- 
tic which must be discovered to complete the answer. Through the 


CHART 2 


Complete the following. Each dash (—) calls for either a number or a letter to be 
filled in. Every line is a separate item. Take the items in order, but don’t spend too 
much time on any one. 


start here 

(1) 12345— 

(2) white black short long down — — 

(3) AB BC CD D— 

(4) ZYXWVU— 

(5) 12321 23432 34543 456—— 
(6) NE/SW SE/NW E/W N/— 

(7) escape scape cape — — — 

(8) oh ho rat tar mood — — — — 

(9) AZBYCXD— 
(10) tot tot bard drab 537 — — — 
(11) mist is wasp as pint in tone — — 
(12) 57326 73265 32657 26573 — ———— 
(13) knit in spud up bothto stay —— 
(14) Scotland landscape scapegoat — — — —ee 
(15) surgeon 1234567 snore 17635 rogue —— —— — 
(16) tamtan ribrid rat raw hip — —— 
(17) tar pitch throw saloon bar rod fee tip end plank — — — — — meals 
(18) 3124 82 73 154 46 13— 

(19) lag leg penpin big bog rob —— — 
(20) twow fourr oneo_ three— 


Copyright 1939 The Neuro-Psychiatric Institute of the Hartford Retreat 
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courtesy of Dr. C. C. Burlingame of the Hartford Retreat, the scale 
is, herewith, reproduced exactly as it is given to the individual to be 
tested. No additional directions are given beyond those printed 
on the test. 

The test was standardized on over 1,500 individuals, ‘‘normal’’ 
and psychotic. From these results, tables were evolved from which 
ean be calculated or read the conceptual quotient, vocabulary, ab- 
straction and mental ages. Of the results, the most important is 
the conceptual quotient, which assumes parity in the development 
of the vocabulary level and abstract thinking levels in adults. A 
quotient above 90 is considered to be normal. The tests do not de- 
pend on high intelligence, but definitely mentally-defective individ- 
uals may give results of which the accuracy is questionable. 

Since the test is self-administered, it is necessary that the sub- 
ject cooperate, and be able to follow the printed directions. Thus 
certain individuals must be excluded from the test because of vari- 
ous disturbed mental states. 

In reaching the final results after the raw results are obtained, it 
is necessary to use tables which have been standardized on an ade- 
quate number of individuals, with the reliability found to be within 
1 per cent. In all, six tables and scoring keys are used. They are 
reproduced (Chart 3) with the permission of the Hartford Retreat 
Neuro-Psychiatric Institute. 

The vocabulary raw score consists of the number of correct re- 
plies plus one additional point for every four items not attempted.* 
Items are considered to have passing answers when the correct 
word, and only the correct word, is underscored. Spontaneous era- 
sures are permissible, but two or more words left underscored ren- 
der the item incorrect. The maximum score is 40. From this 
method of scoring, it may be seen that a person answering less than 
all of the vocabulary questions may nevertheless obtain a higher 
score than one making an attempt to answer all and doing so in- 
correctly, since, as pointed out, the unanswered portion receives a 
certain score. 


*For illustration, see the conceptual quotient column of the Table of Results. The vocabulary 
raw score is entered as the numerator of the fraction. If the numerator has two figures, the first 
is the scoring for correct answers; the second, the scoring for answers not attempted. The total is 
used to obtain the quotient from Table 1, Chart 3, and to obtain vocabulary and mental ages from 
Tables 2 and 4, Chart 3. 
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The abstraction raw score is obtained very simply by multiply- 
ing the number of correct items by 2.t Only the answers noted in 
the key table are permitted, except that interchange of script and 
capitals are permitted for printing or small letters; but substitu- 
tions of spelled for Arabic letters (six for 6) receive no credit. As 
in the vocabulary raw score, the maximum abstraction raw score 
is 40. 

The total raw seore is the sum of the vocabulary and abstraction 
raw scores. 

The conceptual quotient ‘*C. Q.’’ is the index of impairment and 
is obtained from Table 1, Chart 3. It is the ratio of the patient’s 
abstraction age to that of a ‘‘normal’’ person receiving his vocabu- 
lary score. The answer is multiplied by 100 to eliminate decimals. 
A ‘‘C. Q.’’ below 100 is in the direction of impairment. The ‘*C. Q.’’ 
ean be easily read from the table, which gives raw vocabulary 
scores on one axis and abstract thinking scores on the other. Lack 
of correlation between these two items above 32 accounts for the 
omission of the higher vocabulary entries. 

The vocabulary age is obtained from Table 2, Chart 3. 

The abstraction age is obtained from Table 3, Chart 3. 

The total mental age is obtained from Table 4, Chart 3, and is 
based on the total raw score. 

The significance of the ‘‘C. Q.’? may be judged from the follow- 
ing: above 90—probably normal; 85-90—slightly suspicious; 80-85 
—moderately suspicious ; 75-80—more than moderately suspicious ; 
70-75—very suspicious ; below 70—probably pathological. 

It is evident from experience with this test that the ‘*C. Q.’’ ob- 
tained from subnormals is not valid; and, therefore, caution must 
be used in interpreting results below a vocabulary score of 23 (14 
years). 

Scores above 90 do not necessarily signify normal mentality, but 
merely that the patient’s power to think in abstract terms has not 
yet become seriously impaired. This is especially true in emotional 
maladjustments such as are typified by psychoneuroties, who, in the 
author’s series, all obtained ‘‘normal’’ results even though some 
were cases of long standing. Chronic psychotics usually show some 

tSee the conceptual quotient column of the Table of Results. The abstraction raw score is the 


denominator of the fraction and is used to obtain the quotient from Table 1, Chart 3, and the ab- 
straction and mental ages from Tables 3 and 4, Chart 3. 
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impairment, although early ones may not. It is to be noted that the 
“CC. Q.”’ tells nothing of the permanency of the impairment or 
whether impairment is progressive or transitory. 

The present report is of administration of the test to 50 mental 
hospital patients, housed in one of the continued treatment build- 
ings and kept there for a varied number of years because of lack 
of improvement. Broken up according to their diagnostic classi- 
fications, there are 23 cases of dementia precox, six of general pa- 
resis, two of paranoid conditions, two involutional paranoids, one 
psychopathic personality, one encephalitic, two cases of epileptic 
psychoses, one of an alcoholic psychosis, seven of psychosis with 
cerebral arteriosclerosis, three of the manic-depressive psychosis, 
manic type (chronic), and two of Huntington’s chorea. For com- 
parison, are also added the results of seven normal controls con- 
sisting of hospital employees. (See Table of Results.) 
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Conceptual Abstract Vocabulary Mental Patient's Time 
quotient age age age age in hospital 











Dementia Precox 





1+4-9 
inane 8.9 9.0 8.6 80 5 yrs. 
4 
13+-7 
— = 71 9.4 13.1 10.6 49 1 yr. 
6 
22-+-4 
——— = 57 8.9 15.5 11.2 60 23 yrs. 
4 
15+-2 
——- =_ 82 9.9 11.9 10.4 27 3 yrs 
8 
28-+-2 
——— = 88 13.0 17.0 15.1 22 2 yrs 
20 
29-++-3 
— = 70 17.3 17.8 17.8 33 2 yrs 
32 
31 
——_ = 74 13.0 17.4 15.3 26 4 yrs 
20 
24+-1 
——- = 64 9.9 15.1 11.7 20 6 yrs. 
8 
36 
—— = 50 8.9 19.4 13.1 33 2. 32 
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Conceptual Abstract Vocabulary Mental Patient's Time 
quotient age age age age in hospital 
24 
———_ = F 0 14.7 14.2 20 i ye. 
0 
31 
_ - 103 18.1 17.4 17.9 31 7 yrs. 
35 
ey = 53 9.4 19.0 13.3 38 5 yrs. 
6 
T+7 
—_ = ? 9.4 10.7 9.5 69 5 yrs. 
6 
74-7 
ima age 8.9 10.7 9.2 55 8 yrs. 
4 
26 
— = 63 9.9 15.5 11.9 47 5 yrs 
8 
18 
- =109 13.6 12.3 13.1 29 2 yrs. 
22 
27 
‘i — 69 11.0 15.9 12.9 36 2 yrs 
12 
34 
_. = 93 16.5 18.6 17.8 28 2 yrs 
30 
26 
——- = 78 13.6 15.5 14.7 29 6 mos. 
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249 
eee ee 0 9.5 9.0 74 28 yrs 
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36 
——— = 59 10.5 19.4 14.3 35 6 yrs. 
10 
19 
— = 69 9.9 12.7 10.7 24 2 yrs. 
8 
26 
—— = 9] 15.5 14,2 15.1 23 4 yrs 
24 
feneral paresis 
449 
- E>. ¥ 8.9 10.3 9.0 28 6 yrs 
4 
10-++-1 
—_ = #? 11.5 9.5 10.4 40 7 yrs. 
14 
13+-4 
—— = 74 8.9 11.9 9.7 31 10 yrs 
4 
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Conceptual Abstract Vocabulary Mental Patient’s Time 
quotient age age age age in hospita)] 
33 
a a5 BO 8.4 18.2 12.1 52 i yr. 
9 
4+-7 
= ¥ 0 9.5 ? 53 3 yrs 
0 
9++5 
= F 8.4 10.7 8.9 37 5 yrs. 
2 
Psychosis with cerebral 
arteriosclerosis 
11+1 
=- 4 8.4 9.9 8.6 53 1 yr 
9 
3+8 
= 0 9.5 ? 69 1 yr 
0 
9+7 . 
= 68 8 11.5 9.0 68 2 yrs. 
1 
25++3 
= Of 8.9 16.2 11.5 78 4 yrs. 
4 
5-+7 
= * 0 9.9 8.9 77 4 yrs 
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= 58 9.9 18.6 13.5 63 3 yrs. 
8 
18-+-5 
——- = 65 9.4 14.7 11.0 74 6 yrs. 
6 
Manic-depressive psychosis 
29 
= 89 16.5 16.6 16.9 62 14 yrs. 
30 
6+8 
= ¥ 0 10.7 8.6 68 9 yrs. 
0 
33 
= 59 10.5 18.2 13.7 59 6 yrs. 
10 
Huntington’s chorea 
10++5 
= 0 11.1 9.7 36 3 yrs 
6 
5+7 
= F 8.9 9.9 8.9 53 5 yrs. 
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Conceptual Abstract Vocabulary Mental Patient’s Time 
quotient age age age age in hospital 





Encephalitie 
————— == § 8.9 10.3 9.0 27 4 yrs. 


Paranoid condition 
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24 
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——_ = ? 8.9 11.1 9.4 63 9 yrs. 
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Involutional psychosis, 
paranoid 
25+3 


— = 57 9.4 16.2 11.9 57 3 yrs. 
6 
39 

- - = 65 11.5 20.6 15.7 75 6 yrs. 
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Psychopathic personality 
33 


—_—- = 93 16.5 18.2 17.5 24 3 yrs. 
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Epileptic psychosis 
21+5 
——— = 83 13.0 15.5 14.3 36 6 yrs. 
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14+1 
———— 0 11.1 10.0 46 1 yr. 
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Alcoholic psychosis 
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Normal controls 
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As might be expected, the patients with dementia prwecox showed 
very wide variations in their conceptual quotients; but, with only 
four exceptions, the results indicated ‘‘deterioration,’’ from rather 
suspicious cases to those in whom the conceptual quotient could 
not be calculated because of the small number of correct responses 
in the abstract portion of the test. Indeed, in many cases where a 
fair or very good score was made in vocabulary, the patient was 
able to answer few or none of the abstract questions. Many patients 
did the vocabulary portion readily, but, alter reading the abstract 
part, refused to have anything to do with it and made various ex- 
cuses for this, even though they had answered with ease and ra- 
pidity the other portion of the test. For this reason, many cases 
had to be discarded, and the results reproduced in the table are 
those in which an attempt was made to answer part or all of each 
portion of the test. The conceptual quotients later indicate that 
the degree of ‘‘deterioration,’’ as is well known, does not depend 
on the number of years that an individual has been suffering from 
schizophrenia but on unknown individual factors. The majority 
of cases of schizophrenia showed wide scattering in their abstract, 
vocabulary and mental ages. There was a small number who 
showed no demonstrable ‘‘deterioration’’ by this test. The validity 
of one of these results is open to some question, as the patient is in 
the moron group. His conceptual quotient of 109, however, coin- 
cides with his clinical state and with the same level, on testing, of 
his abstract, vocabulary and mental ages. On the whole, the test- 
results of cases of dementia prwcox coincided with their clinical 
states and with what might be expected in unimproved or chronic 
cases. 

The patients with organic psychoses consistently showed low con- 
ceptual quotients, with much scattering of the abstract, vocabulary 
and mental ages. This might readily be understood, since the 
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majority had been in the State hospital for a number of years. Pa- 
tients with general paresis, cerebral arteriosclerosis and Hunting- 
ton’s chorea had particularly low scores, with very wide variations 
in their abstract ages as compared to their mental and vocabulary 
ages. ‘The small number of cases of chronic manic-depressive psy- 
chosis tested is not large enough for evaluation. One ease in the 
hospital 14 years obtained a normal score, but the other two scores 
were very low. Perhaps the factor of poor cooperation may ac- 
count for this. The seven presumably normal controls were all 
within normal limits. 

The results of this series of cases indicate that this test may be 
used as a valuable adjunct in evaluating the progress and state of 
a mental case. It should not be used as an absolute criterion of 
‘‘deterioration,’’ but as an aid, in conjunction with other methods 
of clinical evaluation, in arriving at an estimate of the patient’s 
state at the moment. 

SUMMARY 

1. The Shipley-Hartford Scale test was given to 50 patients in 
a State hospital. Most of the patients are unimproved and have 
been in the hospital for a number of years. 

2. The vast majority of patients with dementia pracox and of 
patients with psychoses with organic states showed signs of ‘‘de- 
terioration.’’ This corresponded closely with their clinical states. 

3. The test seems to be a valid and valuable addition to our di- 
agnostic armamentarium. It should be considered as such and not 
as an absolute diagnosis of ‘‘deterioration.’’ It should be regarded 
only as an aid to our present diagnostic methods of investigation. 


Rochester State Hospital 
Rochester, N. Y. 











JUVENILE AMAUROTIC IDIOCY 


BY GEORGE A. JERVIS, M. D., LEON ROIZIN, M. D., AND 
WILLIAM H. ENGLISH, M. D. 

Although a relatively rare disease, amaurotic idiocy has at- 
tracted much attention because of its unique pathology, its charac- 
teristic genetic behavior, and, of late, its debated relationship to 
general disorders of fat metabolism. As is well known, tour types 
of this disease are recognized, i. e., the infantile, late infantile, ju- 
venile, and adult type. 

Reports of a considerable number of cases of infantile amaurotic 
idiocy (Tay-Sachs type) have been published in the American liter- 
ature, whereas studies concerning juvenile amaurotie idiocy (Vogt- 
Spielmeyer’s type) are rare, with only two cases’* reported in 
which clinical and pathologie findings are described. 

The purpose ofthis report is to describe an additional case of 
juvenile amaurotic idiocy and add some clinical and pathologie de- 
tails to the already well-known picture of the disease. 


Case REportT 


Family hislory. The paternal grandfather had committed sui- 
cide at the age of 50 following a period of two years during which 
he was depressed and abused the use of alcohol. The maternal 
great-grandmother had died in Rochester State Hospital in 1889. 
She had had delusions of grandeur and suffered from generalized 
convulsions. A maternal grand-uncle had been an inmate of Roch- 
ester State Hospital for 20 years. He had died in Willard State 
Hospital in 1920. His diagnosis was dementia precox. There was 
no record of nervous or mental disease in other members of the 
family. The parents were living and healthy. There was no con- 
sanguinity. The family was of British and German stock. There 
was no intermarriage with any person of Jewish extraction re- 
ported by any member of the family. The patient’s siblings con- 
sisted of an older brother, aged 23, who was living and well, a 
younger sister who was also well at five years of age, and another 
sister who had died at one and one-half years from pneumonia. 

Personal history. The patient was born March 9, 1922, follow- 
ing prolonged labor in which the use of forceps was necessary. 
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There was, however, no apparent injury at birth. During infancy 
and childhood the boy developed normally both physically and men- 
tally. He began to attend public school at the age of five. His 
school record was good and he had reached the third grade at the 
age of seven, when the first symptoms of the disease were observed. 
In that year, the boy had a mild case of measles. He was not stu- 
porous and had no convulsions. Following this, he developed a se- 
vere quinsy. He was acutely ill for six weeks, and, during this 
time, it was noted that he had internal strabismus. 

Following the recovery from his illness, it was observed that 
the child’s vision began to fail. This failure progressed slowly 
for the following five years. About the same time, his school ree- 
ord became progressively worse. This was considered to be due 
to his failing vision, and the boy was sent to a sight-saving class 
where he remained for two years. He made no progress. Later, 
he was sent to the Batavia School for the Blind where it was defin- 
itely established that he was a mental defective. 

At the age of 1114 years, convulsive seizures of the grand mal 
type were observed. During the following three years, he had some 
40 known seizures, which at first were spaced several months apart 
—but later became more frequent. At the age of 12, the boy 
was struck by an automobile and sustained a head injury. There 
was, however, no skull fracture. 

When he was 14, the boy began to be irritable, restless, demand- 
ing and often assaultive. He showed also periods of confusion and 
clouded consciousness. A few months later, he manifested many 
fearful delusions and hallucinations which were particularly se- 
vere during the 24-hour period following a seizure. At the same 
time, his memory showed marked deterioration. 

On June 12, 1936, the patient was committed to Rochester State 
Hospital. On admission, the physical examination was unsatisfac- 
tory due to poor cooperation. He was somewhat undersized for 
his age. There was no apparent paralysis, and the tendon reflexes 
showed no significant deviation from the normal. The pupils were 
equal and regular but failed to react to light. Aceommodation re- 
action could not be tested. The direct central vision appeared ab- 
sent, but some partial peripheral vision was still preserved so that 
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the patient could see enough to walk around. No changes of the 
fundi were noted. 

Mentally, the boy appeared restless, displayed many childlike 
gestures and grimaces, talked almost continuously in a rambling 
and often unintelligible manner. There was a definite speech de- 
fect. Although no psychometric examination was given, the patient 
appeared obviously a mental defective, as he was unable to com- 
prehend anything but the simplest of elementary questions. There 
appeared to be many auditory and visual hallucinations with which 
the boy was greatly preoccupied, making him inattentive to outside 
stimuli. Disorientation was complete. [motional reactions ap- 
peared very unstable, but on the whole the patient was euphoric. 

Course. A few days after admission, the patient had a series of 
grand mal convulsions. His consciousness was clouded continu- 
ously for several days. Later, he showed some mental improve- 
ment, with the sensorium much clearer. He answered some simple 
questions relevantly but quickly rambled off into an unintelligible 
monologue. Hallucinations persisted. 

During the first year of hospitalization, behavior continued much 
the same, periods of excitement and confusion alternating with 
periods of docile conduct. Vision continued to fail, and a few 
months after admission, the boy had to be helped around the ward. 
Epileptic attacks at the daily rate of two or three continued. 

In the summer of 1938, following a period of stupor lasting four 
days, he appeared much deteriorated, was uncommunicative and 
paid no attention to his surroundings. He required spoon feeding. 
About this time it was noted that he had tremors of the hands and 
was unable to walk. 

He continued in a vegetative condition for the following year, 
bedridden, untidy and, occasionally, exceedingly noisy. He died 
April 28, 1940, at the age of 18, following an attack of broncho- 
pneumonia. 

AUTOPSY 


The autopsy was performed two hours after death. There was 
nothing of significance at gross examination of the common viscera 
apart from a bilateral bronchopneumonia, 
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The brain appeared diffusely atrophic, the convolutions smaller 
and the sulci larger than normal. The atrophic process seemed to 
be more marked in the frontal and temporal convolutions than in 
other parts of the cortex. The optic nerves and chiasma were con- 
siderably reduced in size and white in color. The atrophic changes 
in the cerebellum appeared more marked than in the cerebrum. 
No significant deviation from the normal pattern could be ob- 
served on naked eye inspection of the brain. 

Microscopic examination was performed with the usual methods 
of neuropathologic technique, including the Nissl, Bielschowsky 
and Bielschowsky modified (Roizin) for nerve cells; Spielmeyer 
for myelin sheaths; Cajal, Hortega and Holzer for the various 
types of glia. In addition, numerous methods for fatty-like sub- 
stances were applied as will be specified later. 

Nerve cells. In the Nissl preparation, the well-known cellular 
alteration characteristic of amaurotic idiocy was universally pres- 
ent. Several stages of cellular change could be observed in the 
pyramidal cells of the cortex (Fig. 1). In the initial stage, the 
cell appeared as a pear-shaped body; the nucleus was normal and 
normally situated in the central part of the cell; the apical den- 
drite showed no distortion; and the cytoplasm between the nucleus 
and the apex contained well-formed Nissl bodies; the basal portion 
of the cell was distended, however, and, instead of normal Nissl 
bodies, contained a meshwork of delicate fibrils palely stained by 
the thionin. Less frequently in these initial stages, the swelling 
was localized to the lateral part of the cell. In a more advanced 
stage, the whole cellular body appeared distended, the Nissl bodies 
were reduced to a few granules situated around the nucleus or 
near the apical dendrite, and the whole cytoplasm was occupied 
by a delicate meshwork. The nucleus, in these instances, was dis- 
placed toward the periphery, usually to the apex of the cell. The 
cell showed, however, no significant alteration, being normally 
shaped and with a clearly outlined nucleus. In the most advanced 
stages, the cell was markedly swollen appearing as a balloon-like 
body. No Nissl granules were detected. The nucleus showed con- 
siderable alteration. It was small, darkly stained and without nu- 
cleolus. In some cases, the altered nucleus bulged out of the cell 
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body. In others, no nucleus, or only a few granular fragments of 
one could be seen within the cytoplasm of the most altered cells, 

These various stages of cellular change were also demonstrable 
in the Bielschowsky preparation. In the less advanced stages, nor- 
mal neurofibrils were seen within the cytoplasm; in more advanced 
stages, the neurofibrils were collected to one side of the cells, while, 
in the ballooned neurons, no neurofibrils were seen. The delicate 
meshwork seen in the Nissl preparation was demonstrated also 
with Bielschowsky stain. In no instance, were the neurofibrils 
taking part in forming this meshwork. 

The cytoplasmic meshwork of the altered cells was filled with 
granules which occasionally appeared in the Nissl preparation as 
faintly blue in color. Better demonstration of this material was 
obtained on frozen sections stained with histochemie methods for 
fatty-like substances (Fig. 2). With Scarlet R and Sudan III, 
the granules stained mat red; with Sudan black and osmie acid, 
grayish; with Nile blue, faintly bluish. In the Hortega method, on 
sections previously treated with potassium cyanide, the granules 
of lipoid material appeared clearly impregnated with reduced sil- 
ver, thus giving excellent pictures for the study of the distribution 
of the material. Lipoid granules were present also in the apical 
dendrites of the neuron cells which showed the most advanced 
stages of degeneration. 

The solubility of the fatty-like material was tested with various 
fat solvents. The material failed to dissolve after several hours 
of immersion in cold acetone, cold ether and cold aleohol. Follow- 
ing treatment with benzene and xylol for half an hour, the mate- 
rial stained much more faintly with Scarlet R, thus indicating par- 
tial dissolution in these solvents. Hot aleohol and a warm mixture 
of chloroform and methanol appeared to dissolve the granules 
completely. Sections stained with safranine showed the presence 
of granules which appeared deeply stained by the dye (so-called 
safranophile granules). Similar staining reactions were obtained 
with other dyes of the aniline series (Fig. 3). 

These characteristic cellular changes were ubiquitous in distribu- 
tion. In the cerebral cortex, in all the fields examined, almost every 
nerve cell was altered. Numerous advanced stages of degenera- 
tion were found in the frontal and temporal areas, while parietal 
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ig. 1. Illustration of various stages of cellular changes characterized by swelling of 
the eytoplasm and displacement of the nucleus. Cerebral cortex. 
Nissl stain. Maenification & 360, 

















Fig. 3. So-called safranophile granules: a) i 
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Fie. 5. Low power view of the eerebellum showing seareitv of Purkinje eells and 
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atrophy of the foliae. Nissl stain. Magnification X o4. 
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Fig. 6. a) Swelling and irregularities of the Purkinje cells; b) showing empty baskets 
and well-preserved tangential fibers in the cerebellum. Bielschowsky 
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and occipital fields were less markedly involved. Of the last, 
however, the calearine region showed severe lesions. Variations in 
the degree of cell changes among the different layers of the cortex 
were difficult to evaluate, since all layers appeared affected, and a 
definite diminution in the number of the nerve cells was everywhere 
present. However, in several fields of the frontal, parietal and 
temporal lobes, the fifth layers showed a striking involvement, re- 
sulting in the disappearance of the majority of the neurons of this 
lamina. <A characteristic eytoarchitectural alteration was thus ap- 
parent in the Nissl preparation (Fig. 4). 

The nerve cells of the caudate nuclei showed very marked altera- 
tions of cytoplasm and nuclei. The staining characteristics of the 
lipoid material were similar in character to those of the cerebral 
cortex. Both large and small cells of the putamina were markedly 
involved, while in the pallidum the neurons showed less advanced 
stages of degeneration. The neurons of the thalamus contained 
granules of fat but were only moderately distended, and the nuclei 
were usually normal. In the hypothalamus, the cellular degenera- 
tion was most advanced. In the brain stem there appeared to be 
little or no disappearance of cells from the various cell groups, 
but every neuron was more or less altered. Some swelling of the 
dendrites of the large motor cells was also observed. In the in- 
ferior olive, the neurons were small with few granules of lipoid and 
showed marked alteration of the nucleus. The cells of the spinal 
cord showed a picture very similar to that found elsewhere. 

Considerable changes were found in the nerve cells of the cere- 
bellum. The molecular layer was reduced in size, the Purkinje cells 
were much less numerous than normal, numerous foliae showed no 
Purkinje cells at all (Fig. 5). The remaining ones were deeply 
altered, with the cytoplasm filled with fat granules, the nucleus dis- 
torted and pyknotic. The branching of the dendrites contained cir- 
eumscribed swelling of varying size filled with lipoid material 
(Fig. 6a). In the silver preparation, basket fibers which normally 
surround the Purkinje cells appeared present as well as the tan- 
gential fibers (Fig. 6b). The granular layer appeared rarefied, 
due to the disappearance of numerous granules. The nerve cells in 
this layer were abundantly infiltrated with lipoids. 
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In the spinal cord, the neuron cells showed changes similar in 
nature and severity to those found in the cerebral cortex. Marked 
ballooning was observed, particularly in the large motor cells of 
the anterior horns. 

Myelin sheaths. Very little alteration was found in Spielmeyer 
preparations. The tangential and supraradial myelinated fibers 
of the cortex showed considerable diminution roughly correspond- 
ing to the diminution in the number of nerve cells. In the centrum 
semiovale, the myelin was intact; only in the subcortical layers 
were there some foci of partial demyelination perivascular in dis- 
tribution. In these regions, stains for fatty substances showed a 
few scavenger cells in the perivascular spaces, loaded with fat. 
This material stained bright red with Scarlet R and deep black 
with Sudan black, in contrast to the fat contained in the neuron 
cells, which stained mat red and grayish respectively. Similar 
foci were occasionally present in the white matter of the cere- 
bellum. 


Glia. In the cerebral cortex there was a definite increase in the 
number of neuroglia nuclei and numerous hypertrophic forms could 
be observed. Degenerative types of neuroglia were, however, 
seanty. The large astrocytes often contained lipoid granules sim- 
ilar in staining characteristics to the lipoid material of the neuron 
cells. The white matter of the brain showed occasional patches of 
gliosis made up by a large number of hypertrophic astrocytes. 
Large astrocyes were also found in considerable number in the 
granular layer of the cerebellum. 

Attempts to stain microglia gave poor results so that it was not 
possible to make an extensive study of this type of glia. 

Blood vessels. The small and medium-sized arteries showed def- 
inite changes, characterized by a thickening of the media which ap- 
peared twice its normal size. Intima and adventitia showed no al- 
teration. Studies of sections stained with Van Gieson and elastic 
stains demonstrated that the hypertrophy was mainly due to an in- 
crease of muscle fibers, while the elastic fibers were only moder- 
ately hypertrophic. No signs of degeneration were found in the 
vessel walls. These vascular lesions were found everywhere in the 
central nervous system. 
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Other organs. Microscopic examinations of other viscera added 
little of significance. The lung alveoli were filled with a typical 
sero-fibrinous exudate. The heart muscle had undergone severe 
acute degenerative changes. In the liver, the epithelial cells 
showed considerable degeneration and the parenchyma was hy- 
peremic throughout. About small capillaries, there was occasion- 
ally slight lymphocytic infiltration. Foamy cells characteristic of 
Niemann-Pick disease were absent. The spleen showed hyper- 
plasia and congestion of the type found in acute infection. No 
changes characteristic of lipoidosis were observed in the spleen. 

Of the endocrine glands, only the suprarenal bodies showed path- 
ologic changes. These consisted of several small adenomata situ- 
ated in the cortical portion of the gland and made up of cortical 
epithelial cells. 

CoMMENT 

From a clinical point of view, the present case showed both symp- 
toms and course that are considered characteristic of juvenile 
amaurotic idiocy. Patients afflicted with this condition develop 
normally both physically and mentally, until the age of five to 
seven years, when failure of visual acuity and incipient mental de- 
terioration are observed as first manifestations of the disease. Both 
of these symptoms progress slowly over a period of many years. 
Kpileptic seizures are observed between the tenth and twelfth years 
of age. Death occurs between the ages of 14 and 18, following a 
priod of extreme mental deterioration during which general spas- 
ticity is often noted. All these clinical signs, as well as the uni- 
formity of their sequence, were seen in the present case. In fact, 
the patient showed no signs of physical illness until seven years of 
age, and until then his school record was good; failure of vision 
began at seven years; mental defect was well established at nine 
years; epileptic seizures were observed at 12 years. Death occurred 
at 18 years. It should be noted also that the presence of severe 
psychotic symptoms as shown by this patient, is not uncommon in 
juvenile an aurotic idiocy. 

An unusual clinical deviation from the usual picture is repre- 
sented in the case under study by the onset of the condition, ap- 
parently following a severe infectious disease during which stra- 
bismus was recorded. It is not easy to offer an explanation of this 
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occurrence, the most obvious interpretation being that it was 
merely a chance association. It may be, of course, that the acute 
condition, as often happens in such instances, made one aware of 
preexistent symptoms by focusing the attention on the acutely-ill 
patient. 

A characteristic feature of juvenile amaurotic idiocy is its famil- 
ial incidence. This was not observed in this case. There were, in 
fact, two living siblings who were healthy. However, one of them 
had not yet reached the age incidence of juvenile amaurotic idiocy, 
Since the disease behaves like a rare recessive Mendelian charac- 
ter, as was demonstrated by Sjogren,* such a finding corresponds 
to expectation, since only 25 per cent of the siblings are theoreti- 
cally affected. Moreover, the theoretical incidence of the disease 
among collateral of affected individuals is below 1 per cent. There- 
fore, it is not surprising that no such cases were recorded in the 
family history. In connection with the genetic behavior of the dis- 
ease, it is of interest to note the high incidence of major psychoses 
in the family of the patient. Penrose* has recently expressed the 
view that a gene responsible for some type of mental defect in its 
homozygous form, might be expressed in the heterozygote by some 
form of psychosis. The collection of a large body of family data 
of the type here recorded will be useful in supporting this hypo- 
thesis. 

From a pathologic point of view, the findings leave no doubt as 
to the diagnosis of amaurotic idiocy. As is well known, in no other 
condition is there ubiquitous swelling of the cytoplasm of neurons 
and infiltration with granules of lipoids. The swelling in the pres- 
ent case was observed in every section examined. Actual destruc- 
tion of neurons was noted in numerous cortical fields and involved 
particularly the fifth layer. Such a finding, which was already re- 
ported in a previous case,’ appears of interest in view of the dif- 
ference of opinions concerning the laminar distribution of the cor- 
tical lesions in juvenile amaurotic idiocy. Spielmeyer* described 
cellular rarefaction in the external layers; Greenfield and Holmes’ 
found no difference in distribution of cellular loss among the vari- 
ous cortical layers; in the Sjovall and Ericsson’ cases, there was 
very little cellular destruction; Dide and Bogaert® reached the con- 
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elusion, in a thorough cytoarchitectural study that the internal 
parts of the third, the fifth and the sixth layers were the most se- 
verely affected. 

Concerning the staining and the solubility properties of the cyto- 
plasmic lipoid granules, the results in the present case confirmed 
the data reported in the literature, indicating that the lipoids be- 
long presumably to the protagon group. 

Among the lipoid material of the cortical cells, peculiar granules 
were occasionally detected which stained deeply with safranine. 
The importance of these safranophile granules has been stressed 
by Dide and Bogaert.’ According to their investigations, safrano- 
phile material represents the initial stage of the pigmentation of 
the nerve cells, a process which begins at the second year of age. 
The presence of these granules at a later age would then indicate 
a persistence of infantile characteristics resulting from a lack of 
growth and development of the neurons. In other words, the path- 
ologie process which is at the base of juvenile amaurotic idiocy is 
very early in development and probably congenital in character. 

Other pathologie features of the present case, such as the mac- 
roglia reaction and the intactness of the myelin sheaths need no 
reemphasis, since they are found in all reported cases of the dis- 
ease. The finding of diffuse hypertrophic changes of the vessel 
walls, thus far unreported in cases of amaurotic idiocy, may be 
correlated with the severe epileptic attacks suffered by the patient. 
Hypertrophy of the vessel walls has been, in fact, reported re- 
peatedly in epilepsy (Minkowsky’). 

The atrophic lesions observed in the cerebellum deserve a brief 
comment. These consisted essentially of a destruction of the Pur- 
kinje elements and a diminution in number of the granules with ac- 
companying proliferation of glia. According to Greenfield and 
Holmes,’ the recorded cases of juvenile amaurotice idiocy may be 
divided into two groups, one in which the cerebellum has under- 
gone general atrophy and is more severely affected than the rest of 
the brain, and a second in which the cerebellum is only affected to 
the same degree as the rest of the nervous system. The present 
case doubtlessly belongs to the first group, in which the degenera- 
tion of the cerebellum represents an essential part of the disease. 
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It is interesting to note that the clinical observation showed no 
evidence of cerebellar damage. This apparently is in contradiction 
to Bielschowsky’s contention that the cerebellum is the first part of 
the nervous system to be affected by the pathologie process. It 
may finally be mentioned that while the cerebellar involvement is 
not characteristic of the juvenile type, similar lesions have been 
repeatedly described in the infantile and late infantile type of 
amaurotic idiocy (Bielschowsky,’® Westphal,” Ostertag,’* Globus,” 
and others. This offers additional evidence in favor of the con- 
tention that the infantile, late infantile and juvenile types are 
merely varieties of the same fundamental pathologie process. 
The nature of this pathologie process is still the object of much 
debate. Recent investigations which have been discussed in pre- 
seem to indicate that amaurotic idiocy is a meta- 
bolic disease characterized by a disturbance of the fat metabolism 
and should be classified, therefore, as a lipoidosis. Klenk’’ has 
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recently published the chemical analysis of four brains in cases of 
juvenile amaurotice idiocy. Using the fractioned extraction tech- 
nique, this investigator found a significant increase in the pro- 
tagon fraction. Among the components of this fraction, cerebro- 
sides and sphyngomyelin were within normal limits while an un- 
known lipoid (substance ‘‘X’’) was present, showing a melting 
point of 195° C. and containing nitrogen and a sugar. Amaurotie 
idiocy would then represent a type of protagon lipoidosis localized 
in the central nervous system. In this respect, it is similar in na- 
ture to other conditions characterized by infiltration with protagon, 
such as Gaucher’s disease in which abnormally high amounts of 
cerebrosides are found in the spleen and liver and the Niemann- 
Pick disease in which sphingomyelin infiltrates the parenchyma 
of various organs. 

Were this hypothesis confirmed, the nature of the pathologie pro- 
cess in amaurotic idiocy would be better understood. There is rea- 
son to believe, in fact, that in lipoidosis some step of the metabolic 
process of lipoids is faulty, resulting in the storage of the unmetab- 
olized products. That this faulty metabolism is due to lack of spe- 
cific enzymes is probable, although the various steps of—and the 
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particular enzyme-systems responsible for—the metabolism of 
lipoids are not adequately known. 
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FAMILY CARE PLACEMENT OF STATE HOSPITAL PATIENTS AS A 
METHOD OF SITUATIONAL THERAPY 


BY KATHARINA STUBER, M. D., AND HENRIETTA B. DE WITT* 

When a family-care program was started for Springfield State 
Hospital in 1935, it was done with the aim of raising the level of 
family care from that of a modified extramural custody of mental 
patients to a more dynamic social therapy, utilizing the insights 
and methods of psychiatric social case work. 

More recent trends in social psychology have led to a change in 
the philosophy under which communities handle their problems of 
dependency created by indigents, orphans, by the aged and inva- 
lids, by delinquents and other categories. From segregation in 
more and more specialized institutions, the movement has been re- 
versed toward community rehabilitation of socially-dependent in- 
dividuals. With this emancipation in sociological thinking, an evo- 
lution of social case work methods has kept pace. This has been 
characterized by an increasing emphasis on the preservation and 
utilization of the biological and sociological unit of the family 
group. Specialization of social case work methods has then fol- 
lowed to deal with the social adjustment of various categories of 
dependents. Thus the specific methods and functions of the relief 
worker have become defined, also the child welfare worker, the pa- 
role officer, the medical social worker, and the psychiatric social 
worker. 

This paper is an attempt at psychiatric evaluation of case work 
procedures followed and of results attained, on the basis of the ma- 
terial of the first 100 unselected patients placed in family care by 
this hospital consecutively over a five-year period ending July, 
1940. 

Defined as family care, are all placements of mental patients, 
considered in need of social planning, in the homes of persons they 
are not related to by blood or marriage. This is regardless of 
whether their board is paid by the hospital or from outside sources 
or whether they are self-supporting. 

The statistics given represent the status one year after the last 
of these 100 patients left Springfield. (Table 1.) 


*Outpatient psychiatrist and head psychiatric social worker, Springfield State Hospital, Sykes- 
ville, Md. 
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TABLE 1 
Dis- Self- 

Diagnosis Total Return charge Active support Boarded 
EEMON. ccc keaacss casas 38 2 12 24 29 7 
Psychopathic personality ...... 16 1 9 6 13 2 
Psychoneurosis .......+seeeeee 5 1 1 3 _ 4 
Schizophrenia, excluding para- 

BOId tYPE ccccccccccccescece 8 1 3 4 7 — 
Paranoid condition and para- 

noid schizophrenia .......... 15 1 7 7 10 4 
Senile psychosis ..........ee0e 5 — 2 3 _ 5 
Affective Gisorder ...icscoeses 13 6 7 — 6 1 





POE Gis sb Gen ni bnran Sin 100 12 41 47 65 23 








There are, then, 100 state hospital patients, 35 male, 65 female, 
with hospitalization periods from two months to 22 years, the ma- 
jority over two years, the average residence being four years and 
nine months. Of these patients, 12 have returned to the hospital; 
of the 88 now on the outside, 65 are self-supporting; 23 are 
boarded. For the self-supporting patients, the average hospital 
residence was five years and seven months. Clinically, 59 of the 
original 100 patients may be considered personality deviates, in- 
cluding psychopathic personalities, psychoneuroties, epileptics and 
paretics in incomplete remission; 41 are psychoties. 

Most of the patients placed were persons whose homes had either 
during the length of their hospital stay been broken up or whose 
family ties had been severed prior to hospitalization. A number 
of the latter have returned to their families after a successful pe- 
riod in family care. There were less than 15 who had homes of 
their own but were placed in family care for therapeutic purposes, 
usually, however, following an unsuccessful attempt at parole to 
their own families. On the other hand, not one of the 100 patients 
was well enough to be discharged into the community without some 
provision made for a home in which there was willingness to assist 
the patient during a period of readjustment to life outside the 
institution. 

The family-care homes are individually selected to match the 
specific patient’s presumable level of social adjustability. They 
are located in rural communities, in small towns and in the city of 
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Baltimore, with the patient entering the home as a paying guest, 
or as a family member contributing his share of labor to the family 
group, or in the clearly-defined status of housekeeper, domestic or 
farmhand, or as a boarder occupied outside the home. The loca- 
tions and arrangements offer a variety of specific situations. This 
possible variety is further multiplied when there is taken into ae- 
count the personalities of the family members with whom the pa- 
tient will have an opportunity to form relations, in terms of his own 
emotional need. ‘The aim is, in each case, to find the situation 
matching in emotional climate the patient’s need, and in complexity 
his optimal tolerance, either in the first placement or, more fre- 
quently, in successive steps. 

In this sense, family care may be regarded as a method of 
treatment through placing the patient for an intermediary pe- 
riod in individutlly selected reality situations designed to help 
him arrive at a compromise between his deviating or diseased per- 
sonality and the exigencies of living ina free community. The pa- 
tient’s desire to live outside the hospital represents in itself a 
powerful emotional incentive to come to terms with the new en- 
vironment offered to him. If the new situation meets his needs and 
is such that he can live up to it comfortably, a sound basis is found. 
From there, the patient, in the writers’ experience, moves on to 
more difficult situations, involving more responsibility, until he 
has found his optimum level. There is, not infrequently, a distinct 
advantage in the very impermanency of the situation chosen for 
the first step. Placing a patient at first on what is, for him, a per- 
haps even incongruously low level is likely to start an upward 
movement at the patient’s own speed. 

Verbal interpretation is given by the psychiatric social worker, 
mainly in discussion of new steps or of actual situational inci- 
dents of conflict. A few patients are concomitantly under psychi- 
atric treatment. However, the majority of chronic state hospital 
patients belong to the category generally considered below the 
level of accessibility to direct verbal psychotherapy, either because 
of their intellectual, educational and social levels, or because of 
the nature of their illnesses. Yet, when we stop to think how nor- 
mal persons of the same background live, it may be realized that, 
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however limited their conscious thinking may be, people grow and 
mature and are shaped and imperceptibly modified in their atti- 
tudes by the events, circumstances and personal interrelationships 
of their lives. That is why it is felt that— when it comes to mental 
patients below the level of accessibility to verbal psychotherapy— 
there still is no cause for therapeutic nihilism. It still is possible 
to make use of the more indirect activity of the reconditioning in- 
fluences of selected environmental situations, in the same way the 
hospital does with its planning of the hospital day for purposes of 
reeducation and socialization. The difference is that situations 
found in the community have the advantage of allowing for more 
variety and of being closer to reality, thus forming intermediary 
steps to unplanned living in the community. 

After this theoretical introduction, an attempt will be made to 
illustrate from the clinical material what has been said about the 
use of reality situations for therapeutic purposes in the rehabilita- 
tion of mental patients. 

















TABLE 2 
Dis- Self- 

Diagnosis Total Return charge Active support Boarded 
Mental deficiency ............ 15 1 4 10 13 1 
POET csc sna eenicecnesenewe 18 i 5 12 12 5 
General paresis in incomplete re- 

SEE: sc ccrccrvsesceses cee 5 _ 3 2 4 1 

SEK cacc ache waaee ween 38 2 12 24 29 7 


The first group, (Table 2) composed of (1) mental defectives, 
usually of moron level and of (2) fairly arrested cases of epilepsy 
with more or less deterioration and of (3) pareties in incomplete re- 
mission, offers less opportunity for readjustment in progressive 
steps than any of the other clinical categories. It will, therefore, 
be discussed only cursorily. It is noteworthy that of 15 mental de- 
fectives, 18 epileptics, and five paretics, only two patients had to 
return to the hospital and that of the remaining 36 all but seven 
are self-supporting. The main problem involved in the community 
adjustment of defectives lies in their deficiency in judgment and 
in emotional control. As they are easily confused, it is necessary 
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to place them in the most simple situations, with their stations and 
duties in the homes clearly defined. When there was occasion to 
place patients, who came to Springfield from orphanages or other 
institutions and who had never since early childhood lived in the 
community, homes were found close to their own social status with 
sons and daughters of their own ages, with whom they could work 
side by side, with the adult family members usually successful in 
teaching them the rudiments of living in the comparative freedom 
of the community. After such an intermediary step, these patients 
can pass on to clearly-defined jobs as domestics or farm hands. By 
virtue of their general inadequacy, patients of the defective group 
are apt to react with superimposed liypochondriacal syndromes 
after incidental illnesses or other unforseeable stresses. Llowever 
obvious the mechanisms underlying such a reaction may be, verbal 
interpretations to the defective are apt to prove futile. It has been 
found effective to deal with such reactions situationally by offering 
the patient, without comment, a convalescence period in what rep- 
resents to him an undesirable environment, such as return to the 
hospital or, for instance, transfer to a boarding home in the coun- 
try for a rest to a city-bred patient. ‘his creates an emotional in- 
centive to overcome the reaction. Il'or the defective group, short 
periods in the hospital are also used with a clearly-stated disci- 
plinary intent in response to glaring lapses in emotional control, a 
procedure hardly ever employed with any other group. 

The next group is composed of 16 patients who had been diag- 
nosed as ‘‘ psychopathic personality’’ either with or without drug 
or alcohol addiction, some associated with encephalitis or con- 
genital lues. Of the 16, one has returned to the hospital; four did 
not return but were discharged as unable to cooperate with any 
plan; five were discharged as readjusted, six more are adjusting un- 
der supervision. Of the 11 adjusting patients, nine are self-support- 
ing. These figures bear witness to a prognostic uncertainty, which 
must be confessed where psychopaths are concerned. They are 
likely to enter the hospital with contradictary, often appalling his- 
tories. Some of these cases represent signal failures, others have 
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arrived at rather remarkable rehabilitations, everything consid- 
ered. A case nay be illustrated here. 

Case 1. Rose R., black sheep of a respectable family, who rejected her, 
ran away from home at 14 and after a career of promiscuity came to Spring- 
field at 22 with a general paresis from which she recovered without appre- 
ciable defect. She was placed as a housekeeper to an old couple, the man 
82, the wife arthritically paralyzed, both humble, kindly, beautifully aged 
people. Rose had to take over the reins of the household and stay nights 
with the paralyzed woman. When Rose responded to their great need for 
her help, the old couple were pathetically grateful and looked up to her as 
their most cherished daughter. Rose left Spingfield five years ago. When 
last seen she was a severely, somewhat dowdily-dressed woman, the very 
image of respectability. Recently she has married into the middle-class 
family of next door neighbors. 

Every readjustment of a patient from this group is a story in 
itself, and generalizations are hardly possible. In analyzing the 
situations in which there have been successful rehabilitations, there 
was found, not infrequently, some such element as this paralyzed 
woman standing out. It was not necessarily always a person who 
ealled forth and responded to the patient’s devotion: One aleoholie, 
who helped rebuild a run-down farm, flourished with the land in a 
good year and grieved with it to the extent of a reactive depression 
during a poor harvest; for an alcoholic woman it was a flower gar- 
den responsive to care, which became her devotion. 

Case 2. Different dynamies were involved in the ease of William J., son 
of a well-to-do family of physicians, whose inferiority in instinetive-emo- 
tional makeup was greatly at variance with his superior intellectual en- 
dowment and his background. His ambitious parents pushed him, through 
school and college, ahead of other boys of his age in spite of increasing be- 
havioristie difficulties and eventual severe aleoholism. When a medical stu- 
dent, he came to Springfield under court order with an acute aleoholie 
hallucinosis. After eight months in the hospital, he was started in family 
care on an incongruously low level as a boarder on a farm with no responsi- 
bility exeept what farm labor he cared to undertake. After six weeks he 
hitch-hiked to the hospital to exhibit proudly the first callosities on his 
hands. From that time, he went ahead at his own speed. 

Still without employment, he committed himself to respectability by 
choosing to live in the home of a minister. His first job, as a laborer in a 
brewery, which wanted a non-drinking man, was a gesture. His next steps 
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were directed toward a compromise with his former ambitions for a medical 
career—but now on the level on which he can accept responsibility—pro- 
ceeding from orderly at Hopkins, to laboratory attendant, to technician with 
never any indication of conflict about the inferior, at first menial, nature of 
his occupations. He has just entered the army as a second lieutenant in the 
capacity of a technician. This should complete his compromise with the 
social level to which he had been brought up. He has been under psychiatric 
treatment throughout; but, even so, it is doubtful if things would have gone 
as smoothly, if the obvious thing had been done of starting him off with a 
white collar job in the city when he left the hospital. 

The group of psychoneurotics included in this material is small, 
five patients, one of whom returned to Springfield. The rest are 
boarded. It is perhaps significant that of the many neurotics who 
have left Springfield during the past five years all others have been 
reaccepted by their families, usually with eagerness. The five not 
accepted represent irreversible pictures, and were placed for 
merely custodial care. Three are basically low grade mental de- 
fectives, the two others compulsive-obsessive neurotics of long 
standing. 

Aside from the 59 who were considered as personality deviates 
and were discussed in the foregoing, family-care placement has 
been attempted for 41 psychotic patients. There should be a 
few words about the indication. Generally speaking, in psy- 
choses we are dealing with diseases that run their course through 
a variety of more or less distinct phases. For the treatment of 
psychotics, the hospital environment is purposively designed with 
its strictly regulated living schedule, its neutrality, its relative 
monotony and its tolerance. Yet we know that in some less acute 
phases of mental illness these same factors in the hospital atmos- 
phere, originally so remedial to the patient, produce certain unde- 
sirable psychological effects. When we return to the community 
a clinically-psychotie patient, provided his condition warrants it, 
we aim psychiatrically at exposing the patient to new stimuli within 
the range of his tolerance. Patients are placed in somewhat pro- 
tected but comparatively more challenging situations to counter- 
act constriction of the personality scope, to encourage initiative 
and to provide more incentive for the preservation of the social per- 
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sonality than the hospital has to offer. The prerequisite again is 
to find the basic situation in which the specific patient can live with 
a feeling of security. 

Although this may be psychiatrically not quite permissible, the 
schizophrenics of the simple, hebephrenic and catatonic types have 
been considered (‘Table 1) as one separate group, and the paranoid 
schizophrenics are discussed under the same heading as the para- 
noid conditions because of similarities of their reaction patterns 
in meeting situations. The eight schizophrenics of the first group 
were all, except one, relatively young patients in some stage of re- 
mission. ‘The schizophrenic’s intrinsic disability to come to terms 
with reality is further aggravated when the illness has dislodged 
his life at some period in adolescence so that, when clinically he 
reaches a remission, he does not have already-established habits of 
adult conduct to fall back on. After his hospitalization period, he 
must, therefore, have time to orient himself in the natural environ- 
ment of a family and community group before further steps toward 
adult responsibility are taken. On the other hand, contrary to pa- 
tients of other diagnostic groups, the schizophrenic generally will 
not move on to the next level, on his own initiative. He must be 
pushed ahead, at a speed he can tolerate, until he has come to terms 
with the basic requirements of adult life and with such issues in 
his individual life constellation as require solution; in other words 
until he has arrived at a social compromise. A case will serve to 
illustrate the pattern of procedure followed with this group: 

Case 3. Joseph W. is the illegitimate son of a schizophrenic mother 
whose passionate rejection of the boy was further enhanced when a later 
marriage ended in divorce, as her husband learned of her pre-marital indis- 
eretion. Joseph grew up in foster homes, for a time in an orphanage, ad- 
justing nowhere. Following a period at CCC camp, he came to Springfield 
with a catatonic excitement alternating with periods of mutism. There he 
remained for four years. 

A first placement in a work home was unsuccessful, as periods of preoccu- 
pation interfered with his performance. He was boarded instead in a farm 
home where, within a year, blocking and preoccupation gave way to ag- 
gressiveness. Eventually, he lost this home and, in short succession, a work 
home, through impudence. During the six weeks it took to find another 
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adequate home he was made to pay his board out of a small account he 
owned. 

Since then, for the past two years, he has been self-supporting in one 
home. Throughout, the patient had been trying to loeate his mother. As 
soon as he had adjusted to the situation of the new home, he was acquainted 
with the facts of his illegitimate birth, his mother’s mental condition and 
her rejection of him. He was brought into contact with his now grown-up 
half-sisters whom he visits. He has desisted from pushing his way into his 
mother’s life, on the basis that this is the best he can do to protect her. 

The next group of 15 psychotic patients includes three in end 
states of paranoid schizophrenia, whose placement is relatively 
custodial even though two are self-supporting. Eight are post- 
involutional patients with paranoid conditions; four are young 
women presenting prepsychotie pictures. Of the whole group of 
15, one had to return to the hospital, 10 are self-supporting. 

All except one of the patients with paranoid conditions have had 
hospitalization periods exceeding five years, during which reorgani- 
zation of habits of daily living has become sufficiently automatized 
that even those who did not regain the level of self-support pre- 
sented no difficulty in organizing their time. These patients can be 
placed on the outside only if and when they are willing to agree 
to desist from proceeding, on the basis of their delusions, against 
personalities connected with their former lives. The reasons why 
such authoritative fencing off of forbidden territory has succeeded 
seem to be two-fold. On the one hand, there is a certain degree of 
emotional blunting after prolonged hospital residence. On the 
other, these patients received opportunities to start life anew in 
territories entirely dissociated from their former environments and 
in situations selected to give the experience of success to the in- 
dividual patient. The effects on scope of interest and social per- 
sonality were interesting to observe. Interviewed in the hospital a 
patient may have seemed deteriorated, slumped in posture, care- 
lessly dressed, whining monotonously about the vicissitudes of her 
former life, only to present, after six months in a different emo- 
tional climate, an entirely altered appearance. 


Case 4. An example of the social compromise of patients of this group 
is Anna B., a well-preserved woman of 52, lady-like, rigidly paranoid, su- 
perior in attitude, who was placed with a widow of her age who had been 
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living alone. The two women in reduced circumstances did their house- 
keeping and entertaining together until the patient decided she could do 
some practical nursing. She weighed this step for months, then called at 
one of the hospital clinics for official sanction, bringing up many arguments 
against it, obviously significant to her as avenues of retreat. For instance, 
she ‘‘eould not wear uniforms,’’ as she might be suspected of posing as a 
nurse. She was reassured, but not urged. Indirectly, through the care- 
holder, the social worker pushed opportunities her way, for her to take or 
leave. She began with part-time, proceeded to full-time work, living be- 
tween cases, of her own volition, in the home of the original eareholder. This 
patient, in her first month out of the hospital, did write an unpleasant let- 
ter to her divorced husband and had to be reminded of the original agree- 
ment. Now she would like to have the staff forget that she ever did any- 
thing ‘‘so undignified’? and to a person ‘‘so much beneath her,’’ which 
seems to be the rationalization with which she has sealed off this area. 

Contrary to the paranoid patients just discussed, who need sym- 
pathetic homes in which they can form relations, the patients who 
were designated as prepsychotic were found to do best in the least 
organized kind of boarding house arrangement, possibly even liv- 
ing in a rooming house and taking meals outside. They are intelli- 
gent young persons who appear somewhere on the road to a para- 
noid psychosis, with considerable paranoid misinterpretations but 
no definite delusions as yet and with compulsive and neurotie mech- 
anisms still prevailing. Such persons are committed to the state 
hospital because of a major temper outburst or a suicidal attempt 
in reaction to the paranoid content. Removal to a neutral situa- 
tion where these patients feel threatened, neither by the family nor 
the hospital, nor by a careholder’s however kindly interest, pro- 
vides a basis of security from which sooner or later they have en- 
tered into fairly normal relationships with some aspects of reality. 

Case 5. One patient, though her living arrangements have remained a 
closely-guarded secret shared only by the hospital worker, made several 
well-differentiated groups of new friends, based in each instance on a com- 
mon interest. Later she was able to accept work, first as a substitute, now 
as a full-time saleswoman. Before such new ties are formed, there is a 
period when the inability of patients of this type to organize their time is 
the worker’s main problem. 

The senile group of psychoses, five patients in the present mate- 
rial, naturally all boarded, is of interest sociologically, as the prob- 
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lem of placing senile psychotics who are in contact, oriented, and 
preserved in habits, but paranoid, is becoming more acute with the 
aging of the population. Such patients are committed to state 
hospitals in fairly large numbers when their married sons and 
daughters profess themselves unable to cope with them. Boarded 
—in the homes of strangers—in their own communities, where they 
have their social and church contacts, the senile psychotics placed 
by Springfield State Hospital have all made satisfactory adjust- 
ments. 

The last group to be discussed is that of the affective disorders, 
13 patients, six of whom returned, seven of whom were discharged. 
Four of these patients—when they were placed in the earliest 
years of the family-care venture—had been presenting pictures of 
only partial recovery from depressions of later age. They all had 
to return. One elderly woman, through a chain of unfortunate cir- 
cumstances, was brought back too late, starved and dehydrated to 
such an extent that she died several days later.* 

There was success with placements of patients with indifferent 
recoveries from involutional melancholia, who had remained timid 
and afraid of life after long-term hospitalization. Manic-depres- 
Sives come into consideration for family care when their episodes 
are so frequent that the patients remain in the hospital during their 
short attack-free intervals. Several were placed when, in later life, 
the frequency of episodes had subsided. For two younger patients 
there was an attempt to give an experience of living in a more nor- 
mal environment during a short interval. Whether this succeeded 
only in further shortening the attack-free interval, is a question 
which sufficient data to answer are lacking. 

Altogether, as this group shows clearly enough, there has been a 
certain amount of trial and error. There also have been success- 
ful solutions, found by the worker more or less instinctively, the 
significance of which was fully understood only in retrospect. How- 
ever, on the basis of this material of 100 patients placed in family 
care during a five-year period, the contention that the majority of 
the solutions arrived at go considerably beyond mere custodial 


*There have been no suicides and no impulsive acts. The only other accidents worth noting 
among this group of 100 were an illegitimate pregnancy and a chicken coop burned down through 
either negligence or spite. 
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placement is felt to be justified. If nothing else bears this out the 
total of 41 complete discharges from supervision does. 


SUMMARY 


In summary, an attempt has been made to evaluate procedures 
followed and results in social readjustment attained through fam- 
ily eare, with a group of 100 chronic state hospital patients placed 
consecutively over a five-year period. Fifty-nine of these patients 
were considered personality deviates, 41 were psychotics. Statisti- 
eally, 88 have been able to remain outside the hospital. Of these, 
65 have become self-supporting, and, so far, 41 patients have been 
discharged from supervision. 

The rationale of using selected reality situations as a means of 
social therapy for deviates and chronic psychotics of various clini- 
cal groups has been discussed. 

The therapeutic results in terms of psychodynamiecs which can 
be attained by such situational therapy will have to be the theme 
of a later paper. 


Springfield State Hospital 
Sykesville, Md. 








ECHO OF READING: IMPERSONAL PROJECTION IN SCHIZOPHRENIA* 


BY MARJORIE C. MEEHAN, M. D. 


A form of auditory hallucination to which comparatively little 
attention has been paid is the repetition or echo of reading. Only 
a few patients, spontaneously, complain of this phenomenon, but a 
much larger number admit it when specifically questioned. The 
descriptions given by patients vary, but this is typical: ‘* They try 
to stop me from reading. They’ll repeat as fast as I read. They 
try to check me and say, ‘That’s wrong.’ 

This symptom has been referred to casually by various authors. 
Rosanoff,' in his textbook, discussing hallucinations, quotes with- 
out comment a patient who said, ‘* When I read, they read at the 
same time and repeat every word.’’ Writing on the same topie, 
Morgan’ says, ‘‘Some patients complain that they never get a 
chance to think for themselves. It is always done for them and the 
thought given to them. If they attempt to read, the voices will 
read in advance to them.’’ The patient who wrote of his own ex- 
periences under the pseudonym Jonathan Lang,’ when describing 
**pseudo-auditory pseudo-hallucinations,’’? remarks, ‘‘If the indi- 
vidual is reading, the thoughts out loud reproduce the words of 
the book the individual is reading, sometimes making a comment on 
a passage.”’ 

Freud* deseribes a related but somewhat different phenomenon 
in the case of a patient who, shortly after reading a novel, while 
walking along a country road, heard voices repeating whole para- 
graphs from the book she had just read. He comments, ‘‘The 
analysis showed that during her reading, her mind had wandered 
and she had become excited by totally different passages in the 
book. Against this material . . . there arose a repressing resist- 
ance. . . . In consequence of the censorship exercised by the re- 
pression the harmless and idyllic passages, which were connected 
with the proscribed ones by contrast and also by proximity, became 
strengthened in consciousness and were able to ‘say themselves 
aloud.’ ”’ 

The first real study of the phenomenon appears to have been by 
Ferdinand Morel.” * He describes it in several cases, but gives no 


*Read by title at the meeting of the American Psychiatric Association, Richmond, Va., May 9, 1941. 
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statistics. Ile points out that the acoustic qualities—pitch, inten- 
sity, direction—cannot be determined. Most of his patients agree 
that the ‘‘echo’’ precedes or accompanies the conscious visual per- 
ception of the word. Ile indicates that retinal excitation is not the 
essential cause, inasmuch as not all the elements of the text, such 
as punctuation marks, are reproduced, and a word ending a phrase, 
on the next page, may be heard before the page is turned. Words 
which the patient is unable to pronounce are not ‘‘heard’’ by the 
subject. Many patients can suppress the echo by tricks, such as 
holding the breath, immobilizing the lips, or reading aloud. Morel’s 
subjects all agree that the phenomenon is annoying, preventing 
their comprehension of what they read; but some also find it help- 
ful. Morel concludes that the phenomenon really consists of in- 
ternal speech and should properly be called a muscular verbal hal- 
lucination. He maintains that all auditory hallucinations are fun- 
damentally echoes of thought, and that the echo of reading is the 
most impersonal of these. He says that whenever echo of reading 
is present, echo of thought is also, but that the converse is not true. 

Claude and Duran‘ discuss the topic in refutation of Morel. They 
remark that its study is difficult because of the small number of 
suitable subjects. They agree that the analysis of the acoustic 
qualities is useless, that the ‘‘echo’’ precedes or accompanies 
rather than follows the visual perception. They assert that none of 
their patients found the experience pleasant but that all considered 
it extremely distressing. ‘They reject the theory of a muscular 
verbal hallucination and regard the symptom as always subordinate 
to and merely a minor aspect of a larger delusional system. 


MATERIAL AND METHOD 


To determine the frequency and nature of the phenomenon, 206 
patients previously diagnosed dementia precox or paranoid condi- 
tion, were selected at random. These patients were all on the con- 
tinued treatment services of the Fairfield State Hospital, Newtown, 
Conn., and included 85 males and 121 females. The ages ranged 
from 16 to 77. 

Kach patient was interviewed in accordance with ordinary psy- 
chiatric procedure. If he did not spontaneously refer to auditory 
hallucinations, he was asked if he ever heard voices or received 
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messages. This topic was discussed as much as seemed advisable 
in the individual case; and then the questions, ‘‘Do you believe in 
mind reading? Can anyone read your mind?’’ were asked. When- 
ever the reply was negative, and often when it was positive, the fur- 
ther question ‘‘Have you ever heard anyone repeat your 
thoughts?’’ was asked. After the necessary discussion of this 
topic, the subject was apparently changed with the inquiry, ‘‘Do 
you like to read? What do you read?’’ Unless the patient denied 
reading, this was followed by one or more of the following ques- 
tions: ‘‘ What happens when you read? Have you had any unusual 
experiences when you are reading? Do you hear anything when you 
are reading? Have you ever heard a voice following you when you 
read? Does anyone else ever read along with you at the same 
time?’’ Obviously the last two are leading questions and were 
only asked after the other questions. They rarely elicited positive 
responses when the preceding replies had been negative. Those 
patients who admitted hearing any form of repetition of reading 
were urged to describe it more fully and were questioned as to its 
constancy, the time when it was first noted, their general attitude 
toward it, and their own explanation of the phenomenon. 


RESULTS 


Incidence 


Of the 206 patients interviewed, 69 had to be eliminated, as it 
was impossible to establish satisfactory contact because of refusal 
to talk, language difficulty, or marked incoherence. Twelve addi- 


TABLE 1. CLASSIFICATION, ACCORDING TO SYMPTOMS, OF PATIENTS STUDIED 

















Male Female Total 
Number Per cent Number Percent Number Per cent 

Contact unsatisfactory ........ 29 34.1 40 33.1 69 33.5 

Unable to read ........ccceee 5 5.9 7 5.8 12 5.8 
Contact satisfactory, able to read 

No auditory hallucinations.. 23 27.1 24 19.8 47 22.8 
Auditory hallucination—no 

echo of reading ........ 12 14.1 29 24.0 41 19.9 

Echo of reading .......... 16 18.8 21 17.4 37 18.0 


BOARD ccccccccvssoces 85 100.0 121 100.1 206 = 100.0 
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tional patients were eliminated because they were unable to read. 
Of the 125 remaining, 47 denied all auditory hallucinatory experi- 
ences; 41 admitted ‘*‘ hearing voices’’ but had not experienced ‘‘echo 
of reading;’’ and 37 told of having their reading repeated. These 
findings are summarized in Table 1, where it may be noted that 
there is no significant sex difference. Table 2 shows the percent- 


TABLE 2. PERCENTAGE DISTRIBUTION OF 125 PATIENTS IN Goop Contact, ABLE TO READ 


—— 











Male Female Total 

Bid SRGOTY TAMIMCIORTIONS: 6.6.6 6:6 0:0:0:6.0.6:5.0:00 00s 0480000006 45.1 32.4 37.6 
Auditory hallucinations. .......cccscccccccccccccscceces 

BAG: GORD “AE: COMIN $i5.5 60 66 k50.0-0 406 06.0.000-sod ROR 23.5 39.2 32.8 

OS OE TONNE. ihc nbcib ee STEN RRORC ESE DAaECO WED 31.4 28.4 29.6 

PcG ae eee hadsiecwdeeapn de wbmetinennet 100.0 100.0 


100.0 








ages when only those patients are considered with whom adequate 
contact could be established and who were able to read. These 125 
patients were further classified as to age, birthplace, educational 
level, and approximate duration of psychosis, with the results 
shown in Table 3. It is evident that in none of these four factors 




















TABLE 3. ANALYSIS BY AGE, BIRTHPLACE, EDUCATION AND DURATION OF PSYCHOSIS 
No auditory Auditory hallucinations 
hallucinations Noecho of reading Echo of reading 
Number Per cent Number Per cent Number Per cent 
Age 

Up to 20 years ........6. 1 2. 1 2.4 0 0.0 
Be Gvstaanesckeveaneeat 8 17.0 4 9.8 6 16.2 
DE sneak eka taeaheskuw 13 27.7 8 19.5 7 18.9 
PRR SS nar eae a wie 10 21.3 10 24.4 6 16.2 
BRO saciaes bam ear ee 12 25.5 14 34.1 12 32.4 
DED sis eu cole gie wa ma deacie é 2 4.3 2 4.9 4 10.8 
Ce WOE baisibasiecawexs 1 2.1 2 4.9 2 5.4 
ee Sida 47 100.0 41 100.0 37 99.9 

Birthplace 
RN 5 ob Uc mitra bpre te wieiaee 37 78.7 27 65.8 25 67.5 
PE Scicsannadsnsccwwas 10 21.3 14 34.2 12 32.5 
NE feeikkesa sen ‘aeee 47 100.0 41 100.0 37 100.0 
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TABLE 3.— (Continued ) 








No auditory 
hallucinations 
Number Per cent 


Auditory hallucinations 
No echo of reading Echo of reading 
Number Per cent Number Per cent 

















Education 
Less than 8th grade....... 15 31.9 13 31.7 11 29.7 
MEUM c5a oacleess'siseues 21 44.7 17 41.4 15 40.6 
more than 8th grade ...... 1] 23. 11 26.8 11 29.7 
OURL 6.5.0 06 4000 00s000s 7 100.0 41 99.9 37 100.0 
Duration of psychosis 
ee SOOM sas esesa sacs ‘ 6 12.8 a 9.8 5 3.5 
PT OEE. ha nein wna 'eaisrg'e rm 3 6.4 8 19.5 4 10.8 
DO) VOOM siniccs cs aisacds 14 29.8 13 31.7 9 24.3 
EEO FORTS ciisoscsccsesave 11 23. 7 17.1 6 16.2 
BG-20) VORTS sis cecsecsscwes 5 10.6 4 9.8 5 13.5 
Bee OIE 6 a0: Kinase e106 3 6.4 2 4.9 4 10.8 
PR- NN: v ng ccsksesneas 5 10.6 3 7.3 4 10.8 
MOE sak sancereneguess 47 99.9 


100.0 41 











is there any significant difference between the three groups: those 
who had no auditory hallucinations, those who ‘‘heard voices’’ but 
had no repetition of reading, and those who admitted that symp- 
tom. Of the subjects who heard their reading repeated, all but two 
heard voices at other times. 


Nature and Variations of the Phenomenon 

The 37 patients who told of having experienced echo of reading 
differed somewhat in their descriptions of it. Following are some 
strictly verbatim descriptions. A colored woman of 52 remarked, 
when asked if she liked to read, ‘‘I used to read, but I was so both- 
ered. ‘Too many try to help me. They were interfering, trying to 
keep up with me. . They would change it if they could, but 
they’d say about the same words. It’s some new work I’ve taken 
on.’’ A 40-year-old American-born woman of Czechoslovakian 
descent said, ‘‘ Little girls five years old repeat my thoughts. When 
I’m reading, they just repeat after me sometimes. They say it the 
same as it is printed and their own way too. It does help me—they 
are younger minds than mine.’?’ A Frenchman, aged 77, com- 


plained of ‘‘an old man talking through the air’’ who ‘‘thinks 
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ahead of me, makes me think and he reads ahead of me.’’ He de- 
clared that it often stopped him from reading. An American male 
of 56 stated, **I’very time I read a book there was certain ones 
that play a part. They’d follow right the line and tell one an- 
other.’’ But he explained, ‘*‘They didn’t bother me one ineh. I 
read between the lines. They just read the words.’’? A few pa- 
tients describe a similar experience when writing and one woman 
stated, ‘*They ape it just as fast as I write it. I don’t read my 
letters over for that reason. They’d get it twice that way. They 
always do it, if there’s anyone near me. There’s four or five make 
ita habit.” Some mention that only some words are repeated. A 
44-vear-old woman said, ‘*They take a word and jostle it along. 
Someone in a group of people will call back a word.’’ Another 
woman who stopped reading because of this annoyance said, ‘‘ They 
keep right up with you. That’s what they call cribbing.”’ 

An attempt was made to determine the constancy of the phenome- 
non in the patients who experienced it. Fourteen said that it hap- 
pened every time they tried to read, five said it usually occurred, 
12 that it occurred only occasionally and six made replies which 
were too indefinite to understand. 

An attempt to discover how long the symptom had been present 
was even less satisfactory. Several patients mentioned a definite 
time period. In eight cases, this corresponded approximately with 
the duration of the psychosis and ranged from two to 26 years— 
this last was a patient whose psychosis began in 1914 and who said 
that the echo of reading began ‘‘before the war.’’ Three others 
said, ‘‘Ever since I’ve been in the hospital.’’ Four individuals 
mentioned a time period longer than the period of psychotie symp- 
toms as given in the record, and three patients named a shorter pe- 
riod. One woman insisted that she had noticed it ‘‘sinee child- 
hood.’’ The remaining 18 did not give satisfactory replies. 

The question whether the repetition was exact or altered was of 
some interest. Eighteen of the subjects asserted that the echo was 
an exact reproduction of the material read. A typical reply was 
“They just follow how I read. They do the same way how I do.’’ 
One man, born in Czechoslovakia, who spoke with a marked foreign 
accent, said that the voice read correctly and sometimes corrected 
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his errors in reading. A woman stated that the echo was just like 
the printing but that the voices sometimes added an explanation, 
She commented, ‘‘Sometimes they give you a great insight. It’s 
interesting.’’ Five others said that it was usually exact but some- 
times otherwise, a typical description being, ‘* They say it the same 
and their own way too.’’ Ten subjects asserted that there was usu- 
ally some alteration. A colored woman said, ‘‘It doesn’t always 
read the same way my mind reads.’’ Most of the patients believed 
that the voices tried to alter the meaning for some evil purpose. A 
Frenchman, most of whose reading was in the Bible, said, ‘*‘ They 
sometimes say it wrong so | have to read it wrong, so I quit. They 
don’t want me to have God with me.’’ The replies of four patients 
were too vague to classify. 

The time relationship could not be investigated satisfactorily be- 
cause most of the patients were unable to be precise. Two subjects 
stated definitely that they heard the voice before they were con- 
scious of seeing the word, four declared that the visual and audi- 
tory experiences were simultaneous, while five maintained that the 
echo occurred after they saw the words. 

The experience was regarded as definitely unpleasant or annoy- 
ing by 19 subjects. Many of these complained that it interfered 
with their understanding of what they read, while others described 
it as spoiling their pleasure. Five patients liked the experience. 
One said, ‘‘It keeps me assured to read,’’ another, ‘‘I think they’re 
kind of pretty,’’ two others, that it helped them to understand. In 
four cases, the symptom was regarded as both helpful and annoy- 
ing. Absolute indifference to the phenomenon was claimed by six 
individuals, for whom this remark is typical: ‘‘I got used to it. I 
don’t give a rap if they’re reading. I won’t let them bother me.” 
The attitudes of three patients could not be determined. 

Various explanations were offered by the subjects. Six referred 
to mechanical devices of some sort; ‘‘a magnifying machine,”’ tele- 
vision (two cases), radio, ‘‘some apparatus,’’ and dictaphone. 
Several evidently believed it was the ordinary voice of real people 
who had some previous access to the material read. One of these 
said, ‘‘They are better cultured. They have read the books be- 
fore.’’ Another commented, ‘‘ Maybe they had the magazines and 
read the same thing.’’ Still another thought they read her books 











MARJORIE C, MEEHAN, M. D. 163 


while she was out of the room. Mind reading or some special pro- 
cess was mentioned by several. One patient asked, ‘‘It’s the Lord, 
isn’t it?’’ while another thought it was devils and still another re- 
ferred to ‘‘she-devils deceived by Lucifer.’’ Three patients evi- 
dently recognized the pathological nature. An intelligent youth 
said, ‘‘It’s the present condition of me. If the mind is asleep in 
any way, I think that accounts for it.’’ Another man explained it 
as a sickness, which was caused by something his wife did to him. 
The third patient said, ‘‘Something happened to me when I left 
home.’’ Seven patients admitted that they could think of no ex- 
planation. 
Discussion 


Inasmuch as this symptom, hearing aloud the words which the 
patient is reading, occurred in almost half of those patients who 
admitted auditory hallucinations, it is impossible to dismiss it as 
an oddity without significance. Although it is usually related to 
the patient’s false beliefs, it occurs so commonly, and in such a va- 
riety of delusions, that the writer does not accept the view of 
Claude and Durand’ that it is merely subordinate to the rest of the 
delusional system. The significance and the interpretation will de- 
pend largely on one’s theory of hallucination. 

Hallucination, though one of the most common and striking psy- 
chiatric symptoms, is discussed relatively little in recent literature. 
Reports are given of unusual forms of hallucinations, but except 
ina few Kuropean studies little attempt at interpretation is made. 
In general, there appear to be two fundamentally opposed view- 
points. One regards the hallucination as of primary importance 
and the other sees it as secondary to the rest of the psychosis. Al- 
though the latter attitude is rarely explicitly stated, it appears to 
be that most commonly held by American psychiatrists. They re- 
gard the hallucination as a projection of thoughts or wishes which 
the patient refuses to accept as his own. How he accomplishes this 
projection is not discussed. As might be expected, most of the in- 
vestigations and theoretical discussions have been by those who 
regard the hallucination as of primary importance. No attempt 
will be made here to discuss in detail the numerous theories, most 
of which are described in the monographs of Mourgue*® and Ey® 
and the papers of Stécker’® and Claude and Ey.” 
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Many investigators postulate an organic origin, explaining hal. 
lucination as due to damage or irritation of various parts of the 
nervous system. ‘The sensory end organs, peripheral nerves, sen- 
sory nuclei, the colliculi, the thalamus, and the cortex have all been 
suggested as the seat of the trouble. One of the more recent analy- 
ses is that of Mourgue* who combines both organic and psychologi- 
‘al factors. He places special emphasis on the role of the autono- 
mic nervous system, but believes that the cortex and labyrinth are 
also involved. Other authors place more emphasis on the psycho- 
logical origin. Many have insisted that a hallucination is simply 
an intensification of a memory image. Some point an analogy to 
the phenomenon of eidetic imagery. Others emphasize the role of 
dream states. The state of depersonalization and the belief in ex- 
ternal action are stressed by those who see hallucinations as of 
secondary importance. 

Echo of reading is obviously a projection phenomenon. The sub- 
ject feels that someone else is saying the words which he himself is 
reading. But it is difficult to see how this can be regarded as due 
to a rejection or unwillingness to accept the reading as his own. 
That which is read must be regarded as essentially impersonal. 
None of the patients complained that the repetition occurred more 
with one type of reading than another. It is true that in several 
cases the symptom was closely linked to the delusional system or 
to the special preoccupation of the subjects. The foreigners, who 
believed that the voice read more correctly than they and helped 
them to understand, may have been compensating for their feeling 
of helplessness in a strange environment. The significance of the 
reference to God and devils needs no comment. In the case of the 
Frenchman who believed that devils repeated his reading of the 
Bible to turn him away from God, the reading echo appears to be 
merely an aspect of the delusional system although he said it also 
occurred with secular literature. Such associations were not ap- 
parent in a majority of the cases, although deeper analysis might 
reveal them. However, most persons would probably agree that 
a priori one would not expect an audible reproduction of what is 
read to satisfy any need of a large proportion of people—47 per 
cent of the patients who admitted auditory hallucinations. It, 
therefore, appears that some additional factor must be present. 
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Any of the theories of hallucination mentioned above could be 
stretched to include echo of reading, but none of them is entirely 
satisfactory. 

The theory of mental automatism, proposed by de Clerambault” 
postulates that certain phenomena of mental passivity including 
echo of thought and enunciation of acts, are produced by toxins 
and that the rest of the psychosis is elaborated secondarily to ex- 
plain these phenomena. [cho of reading would be a very good ex- 
ample of this mental automatism but there is little evidence that it 
precedes the formation of delusions, nor can a toxie basis be dis- 
covered at present. Echo of reading is closely related to echo of 
thought but is not identical with it. Five of the subjects of the 
present study complained of repetition of their thoughts but had 
never experienced repetition of reading, while six of those who 
heard their reading repeated, never heard their thoughts aloud. 

It appears to the writer that this symptom may be considered 
evidence for either a psychological or an organic theory. It may 
indicate the extreme feeling of passivity and domination by an ex- 
ternal agent characteristic of many schizophrenics. On the other 
hand, it may suggest that there is some unknown, possibly physio- 
logical, mechanism which transforms internal speech so that it 
seems to the patient to be heard from without. 


SUMMARY 

Two hundred and six patients diagnosed dementia pracox were 
interviewed in a study of the phenomenon ‘‘echo of reading.’’ 

Of the 125 patients suitable for study, 37 showed this symptom. 
This was 47 per cent of all the patients who admitted auditory hal- 
lucinations. 

Age, sex, birthplace, education, and duration of psychosis had 
no apparent effect on the incidence of the symptom. 

The subjects varied in their statements as to the constancy, dura- 
tion, accuracy, and time relationship of the ‘‘echo.’’ 

A majority of the patients, but not all, found the symptom annoy- 
ing. A few considered it helpful and others were indifferent. 
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The explanations given by the patients included mechanical de- 


vices, telepathy, the actual voices of real persons familiar with the 
reading matter, and recognition of the echo’s pathological quality, 


The symptom is believed by the writer to be evidence either of 


extreme passivity or of some unknown, possibly physiological, 
mechanism. 


Fairfield State Hospital 
Newtown, Conn. 
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AMBULATORY INSULIN THERAPY* 
A Report of 52 Cases 
BY PAUL J. TOMLINSON, M. D., AND LUCY D. OZARIN, M. D. 


Insulin therapy in the treatment of mental illness—as this ther- 
apy was originally propounded by Sakel—has certain obvious dis- 
advantages. Insofar as the patient is concerned, there is a definite 
risk of fatal complications. The applicability of the treatment is 
further limited by physical prerequisites the patient must meet. As 
far as an institution giving this treatment is concerned, the expense 
incurred appears out of proportion to the results obtained. Fur- 
ther, it would seem to require much time of a large personnel, that 
could be used to better advantage in other duties. It was mainly 
for these reasons that the Sakel method was discontinued at the 
Gowanda State Homeopathic Hospital. But despite these disad- 
vantages, it was felt that insulin therapy still has a useful place 
in the therapeutic armamentarium of psychiatrists. 

Occasional references have been noted in the literature which in- 
dicate that mild hypoglycemic shock has a beneficial effect on path- 
ological mental states." * It was not until 1940, however, that Pola- 
tin, Spotnitz and Wiesel of the New York State Psychiatrie Insti- 
tute set forth a method of ambulatory insulin therapy.* This modi- 
fied form of treatment made use of repeated, mild hypoglycemic in- 
sulin shocks. The report of 22 cases indicated that the results ob- 
tained compared favorably with other forms of so-called shock 
therapy. The method seemed of such simplicity that it was thought 


it could be applied at Gowanda without marked disarrangement of 
hospital routine and personnel. 


TECHNIQUE 


In June of 1940, ambulatory insulin therapy was instituted on 
the four reception wards of Gowanda State Homeopathic Hospital 
according to the method described by Polatin and his coworkers. 
The technique comprises the giving of insulin subeutaneously to 
fasting patients at 6:00 a. m. daily. At 9:00 a. m., the treatment is 
interrupted by the usual hospital breakfast augmented by addi- 
tional carbohydrate. At the start of the program, the usual insulin 


*Read at the interhospital conference at Utica State Hospital, April 25, 1941. 
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dosage was five units. Little reaction was noted in most patients 
to doses under 20 units, so in some subsequent cases the initial dose 
was raised to 20 units. Insulin dosage was then increased five units 
daily until mild symptoms of hypoglycemic shock were noted. Upon 
reaching this point, the dosage was held stationary as long as the 
optimum effect was obtained. If an individual patient appeared 
to develop a tolerance, the dosage was further increased. How- 
ever, as the treatment progressed, increased sensitivity to the in- 
sulin was noted in a majority of cases, necessitating a gradual 
lowering of the dosage. 

The optimum dosage was determined mainly by the clinical find- 
ings presented by the patient although the blood sugar level was 
considered to a certain extent. Hunger was usually the first symp- 
tom manifested, followed by diaphoresis and a general sense of 
weakness. Some patients became drowsy, while others exhibited a 
tendency to increased psychomotor activity. If the drowsiness ap- 
peared to be progressing toward coma, if myoclonic movements 
were noted, or if a convulsion ensued, the treatment was immedi- 
ately interrupted for that day by the administration of glucose, 
either orally or parenterally. If such symptoms were noted, the 
insulin dosage for the following day was reduced five units. This 
usually sufficed to control the undesirable effects. 

The number of days of treatment was determined by the degree 
of response. If no signs of improvement were noted after two 
months, further treatment was found to be ineffectual. If slow im- 
provement was noted, it was felt that maximum effects were ob- 
tained within a period of six months. Further treatment beyond 
this point had little additional to offer. Treatment was discon- 
tinued at any time when it was felt that an optimum degree of re- 
mission was obtained. 


CoMMENTS ON TECHNIQUE 
It was soon apparent that this form of treatment was easily in- 
eluded in the daily ward routine. It was not necessary to institute 
an elaborate treatinent set-up and no additions were made to the 
usual ward personnel. Regular ward activities suffered to a very 
minor degree, even with as many as 10 patients being treated ona 
ward with an average census of 45. Patients needed little super- 
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vision during the first two hours of treatment. Since increasing 
hunger was the major symptom, it was only necessary to guard 
against premature breaktasting. During the third hour, the pa- 
tients were grouped in a specified section of the ward so that any 
undue reactions might be readily observed. Such reactions were 
myoclonic twitchings, convulsions or coma. These were found to 
be relatively infrequent. In a total of 4,315 treatments, only four 
convulsions occurred. 

As previously noted, insulin dosage was mainly determined by 
clinical findings rather than by blood sugar levels. Blood sugar 
determinations were made by the Folin-Wu method. Specimens 
taken two and one-half to three hours after the insulin injection, on 
patients showing the optimum clinical manifestations, varied from 
5 to 30 mgms. per 100 ee. of blood. Patients with a blood sugar of 
5 to 10 mgms. frequently appeared comfortable and in good con- 
tact except for minor hypoglycemic symptoms. The optimum dos- 
age of insulin ranged between 15 and 50 units, depending on indi- 
vidual susceptibility, although some patients required as high as 
80 units. The amount of insulin necessary to produce mild hypo- 
glycemia did not appear to have any bearing on the therapeutic re- 
sponse. As in the Sakel method, atmospheric conditions had an 
effect on the reaction to a given insulin dose. Patients apparently 
stabilized showed increased hypoglycemic symptoms in the pres- 
ence of lower barometric pressures and higher atmospheric tem- 
peratures. 

Resvutts 

Since treatment was instituted in June, 1940, 52 patients have 
been treated. These patients were chosen without regard to diag- 
nosis or duration of illness. Twenty-two had had previous metrazol 
therapy without sustained improvement. There were also several 
in whom metrazol therapy had been contraindicated. 

Of the whole group, 65 per cent, or 34 patients, showed improve- 
ment; 10 per cent, or 5 patients, improved and then relapsed; and 
25 per cent, or 13 patients, showed no improvement. Thus far, 25 
per cent, or 13 patients, have been paroled from the hospital. 

Dementia prawcox, paranoid type, comprised the largest number 
of cases treated. Twenty-eight of the 52 patients were of this 
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classification. For this reason, the statistics concerning this group 
would seem the most valid. Seven of these patients were much im- 
proved; and 10 were improved, making a total of 60 per cent im- 
proved. Six have been paroled. 















































TABLE 1 
Insulin Maximum Total Weight 
Average Age duration insulin dosage insulin dosage gain 
SS MEN occ ccccces 33.03 yrs 82.79 days 54.85 U 3579.69 U 12.51 Ibs, 
19 women ...... : 41.84 yrs 83.33 days 51.55 U 2665.26 U 7.73 Ibs, 
52 patients ...... 37.43 yrs 83.05 days 53.15 U 3122.48 U 10.12 Ibs, 
TABLE 2 
Improved No 
No. of Previous Much improve- pa- 
Diagnosis patients treatment improved Improved relapsed ment roled 
Dementia pracox 
13—metrazol 
Paranoid 28 : ; 7 10 2 9 6 
| 5—insulin 
Catatonic 6 4—metrazol 2 3 0 1 2 
Hebephrenic a 3—metrazol 0 4 0 0 1 
Manic-depressive 
Manic 1 1 0 0 0 1 
Psychosis with syph- 1—tryparsamide 
ilitie meningo- and malaria 
encephalitis 2 1—tryparsamide 
and metrazol 1 1 0 0 
Involutional psycho- 
sis, melancholia 1—metrazol 0 1 1 1 
Paranoid 1 0 0 0 1 
Alzheimers’ disease 1 0 0 
Psychoneurosis 
Neurasthenia 2 0 1 1 0 
Conversion 1 0 0 0 1 
Mixed 1 0 1 0 0 1 
Hypochondriasis 1 0 0 0 1 
Psychosis with men- 
tal deficiency 1 1 0 0 0 1 
Total 52 13 21 5 13 13 
% 100% 25% 40% 10% 25% 25% 
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The numbers of treated patients in other diagnostic classifica- 
tions were not large enough to allow reliable conclusions to be 
drawn. Several cases, however, are worthy of some comment. The 
most striking example of a patient who relapsed when treatment 
was withdrawn was one with a case of Alzheimer’s disease of sev- 
eral years duration. Prior to treatment, the patient was noisy, 
restless, untidy and a general nursing problem, Under insulin ther- 
apy, she gained weight, became quieter, slept part of the day and 
became more amenable to nursing care. When therapy was with- 
drawn, she relapsed into her former state. She received three 
courses of treatment, each of several months duration. Each time 
the result was identical. 

The two cases of general paresis would also seem to merit 
comment. One was a boy, 15 years of age, originally diagnosed 
dementia precox, catatonic type. He received several courses of 
metrazol therapy with no improvement before the correct diagnosis 
was made. While he was still considered catatonic, insulin therapy 
was commenced. Some improvement followed in that he was 
quieter and ate of his own volition instead of being foree-fed. His 
weight and general physical well-being were much improved. It was 
not until treatment was discontinued that his congenital lues and 
positive serology were discovered. The second case was that of a 
paretic who had had malarial therapy and almost a full course of 
tryparsamide. Despite this, he showed very active schizoid tend- 
encies in the form of delusions of persecution accompanied by hal- 
lucinatory experiences. Modified insulin therapy was commenced 
during the last three weeks of his tryparsamide therapy. Within 
several weeks, it was apparent that the hallucinatory experiences 
were less vivid and the delusional ideas ameliorated. At the pres- 
sent time, delusions and hallucinations appear altogether inactive. 

The manic case was remarkable in that during the hours under 
insulin therapy, the patient was more acutely disturbed than prior 
to the start of the treatment. Following each treatment, however, 
he was much quieter. He was able to be up and dressed and to 
enter into the ward activities. The increased psychomotor activity 
produced by the hypoglycemic state seemed to allow sufficient ex- 
penditure of energy so that he was quieter during the remainder 
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of the day. Insulin treatment was discontinued after 41 days, and 
shortly thereafter he was paroled. 

The duration of illness did not appear to be directly concerned 
with the results obtained. Some of the best results were noted in 
paranoid cases of five to 10 years duration. (Table 3.) 














TABLE 3 
No. of Much Im- Improved No 
patients improved proved then relapsed improvement 
Under six months duration 15 3 6 4 2 
Over six months duration 37 10 15 1 11 





A rather consistent gain in weight was noted (Table 1). Forty- 
five patients showed an appreciable gain. Some patients gained 
continuously throughout the full course of treatment. In others, 
the weight remained stationary, or there was a tendency to lose 
after an initial gain. The weight of seven patients at the conclu- 
sion of treatment was less than their original weight. Variable rea- 
sons accounted for losses in weight. Among these were increased 
psychomotor activity, feeding problems or obesity. Obese patients 
were found to gain little weight, if they did not actually lose. 





SuMMARY 


1. Ambulatory insulin therapy was given to a group of 52 un- 
selected patients. 

2. The method of treatment was found to be readily applicable 
without enlargement of existing facilities. 

3. No contraindications to use of this therapy were found in 
any patient. 

4. The beneficial effects noted were: gain in weight, a definite 
sense of well being and amelioration in psychopathological trends 
with corresponding increase in outgoing interests and social apti- 
tudes. 

5. Incident with the above effects, the patients were more acces- 
sible to psychotherapy. 

6. Therapeutic results were found to be independent of dura- 
tion of illness, length of treatment and dosage of insulin. 
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7. Sixty-five per cent of the patients improved; 25 per cent were 
able to leave the hospital; 10 per cent improved and then relapsed; 
and 25 per cent showed no improvement. 

8. This method seems particularly applicable to the treatment 
of dementia precox, paranoid type. 


Gowanda State Homeopathic Hospital 
Helmuth, N. Y. 
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VARICELLA WITH ENCEPHALITIS 
BY SAMUEL C. KARLAN, M. D. 

Encephalitis as a complication of varicella is a rather rare oceur- 
rence. One hundred and twenty cases have been reported in the 
literature, and of these, only six were found in patients older than 
20 years. It is, therefore, of interest to cite another case in a white 
male, 23 years old. Underwood states that of 107 cases in the liter- 
ature, 12 patients died, 80 made complete recoveries and 15 recov- 
ered but showed sequelae. The case reported here falls into the 
last group. 

Case Rerort 


The patient was admitted to the hospital on February 19, 1941, 
with chickenpox, during an epidemic of this disease. He had nu- 
merous vesicles which improved during the next few days. On 
February 23, he became stuporous, did not answer questions and 
stayed in bed all day. On the next day, he complained of seeing 
double. His stupor was worse. His temperature was 100.5°. In 
the afternoon, he had a clonic convulsion which lasted several min- 
utes. A spinal fluid examination was made but did not reveal any 
pathological findings. 

On February 25, the man was in a complete stupor. His temper- 
ature was 102°. He did not answer any questions. He showed 
marked hyperesthesia in that he recoiled sharply whenever his ex- 
tremities were touched. Also, bilateral abdominal reflexes were 
absent, and he had bilateral Babinski and Oppenheim signs and 
vomited profusely. Spinal fluid examination on this day showed 
200 lymphocytes per cu. mm. and a high sugar content. He re- 
ceived intravenous infusions of saline and shortly thereafter began 
to show improvement. On February 28, he had a normal tempera- 
ture. He still had a positive Babinski and abdominal reflexes were 
absent on the left side. He said a few words but did not answer 
most questions. He cooperated poorly and still appeared confused, 

On March 3, the patient showed further improvement. He an- 
swered questions readily and could remember recent events al- 
though he still appeared rather dull. His left pupil was larger 
than the right. He had poor convergence of the right eye and loss 
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of the right consensual reflex. The left Oppenheim reflex was posi- 
tive. Other reflexes were hyperactive. There was a left facial pa- 
resis, with a tremor of the tongue. He had a slight tremor of the 
outstretched extremities. On March 28, the man showed marked 
mental improvement. He had diminished automatic associated 
movements on the right, tremor of the outstretched extremities 
and of the closed eyelids, tremor of the arms, tremor of the tongue, 
slight flatness of the left face, unequal pupils (left larger than the 
right), weakness of convergence on the right side, and fanning of 
the toes when the right Oppenheim reflex was tested. He also com- 
plained of headaches, difficulty in writing, difficulty in falling asleep 
and excessive perspiration. 

The patient was discharged on April 9. At that time, he had the 
following residual signs: very fine tremor of the extremities, di- 
minished automatic associated movements on the right side, weak- 
ness of convergence on the right side, slight left internal strabis- 
mus and unequal pupils. It was the impression of the medical 
staff that he would make no further improvement. 


COMMENT 


It is to be noted that the physical signs and symptoms are not 
distinctive and that they resemble to a considerable degree the en- 
cephalitides following other exanthems as well as epidemic enceph- 
alitis. The pathology was diffuse, with probably the greatest in- 
volvement in the midbrain. The case is presented here to call at- 
tention again to encephalitis as a complication of varicella. This 
may occur in adults as well as in children. Although most cases 
reported ended in complete recovery, this patient showed definite 
residua. 


Dannemora State Hospital 
Dannemora, N. Y. 
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THE INCIDENCE OF PSYCHOSES AND OTHER MENTAL ABNORMALITIES 
IN THE FAMILIES OF RECOVERED AND DETERIORATED 
SCHIZOPHRENIC PATIENTS 
BY OTTO KANT, M. D. 

The results of a previous study’ on a group of recovered schizo- 
phrenics confirmed the findings of authors such as Langfeldt? and 
Malamud and Render,’ who reported a relatively high incidence 
of functional psychoses in the family histories* of such persons. 

An analysis of the writer’s material showed the incidence of 
manic-depressive psychosis to be four and one-half times as great 
as that of schizophrenia. The high incidence of familial taint 
among recovered schizophrenics, therefore, could be explained by 
the generally accepted dominance of the manic-depressive dis- 
position. 

In order to reveal the actual significance of the distribution of 
functional psychoses and to appraise the prognostic importance of 
the family history, it was thought advisable to compare the findings 
in the recovered group with those of a comparable group of de- 
teriorated schizophrenics. 


MetTHop AND PROCEDURE 

The 50 recovered schizophrenics in the present study consist of 
patients admitted either to the Worcester (Mass.) State Hospital 
or to the Butler Hospital,t Providence, R. L., between 1920 and 1935. 
The great majority of the patients, none of whom had received 
shock treatment, have been out of the hospital for more than four 
years and on the basis of personal reexamination were considered 
as completely recovered.** The family histories of this group were 
compared with those of 50 more or less deteriorated schizophrenics 
who at present are being treated at the Worcester State Hospital. 


*In this study the term “heredity’’ has been replaced by that of ‘family history’ in order to 
avoid any discussion of whether or not all abnormalities mentioned in the family history are 
actually inherited. 

+The latter through the kindness of Dr. A. H. Ruggles, superintendent of Butler Hospital. 

**To round out the total to 50, six patients whose schizophrenic psychoses were definitely exogen- 
ously conditioned (five puerperal, one toxic psychosis) were added in this study to the 44 patients 
considered in the previous paper. 
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In all cases where there was any positive indication of mental 
abnormality in the family history, an effort was made to obtain all 
information available about the relatives concerned. 

The deteriorated patients were selected by another member of 
the staff in order to assure impartiality. The patients of each 
subtype were chosen in a proportion conforming to the distribu- 
tion in the recovered group. Furthermore, they were selected from 
within the same admission period as were the patients of the re- 
covered group.{ ‘The results are shown in able 1. 


TABLE 1. FAMILIAL INCIDENCE OF MENTAL ABNORMALITIES 








Type of mental Number of patients with familial abnormality* 





abnormality Recovered Deteriorated 
group group Total 

PATANOIA CONDITION 20.06 scsccsocssecciccense 2 1 3 
OREO ON TONIG, ose. 65.6 ni5ioe tak enisiniasisieiaeese 4 16 20 
Typical manic-depressive disease .......+.+0+ 16 2 18 
Atypical or mixed manic-depressive disease .. 6 2 8 
OOO a csitewcckadwaiies a wdig'sebaimaine hiasiein 1 1 2 
Reactive and symptomatic psychoses........ 3 1 4 
PADIC DERI CIRONEO a6. i6.0:sdieie's casaiewdeee 4 4 8 
Psychoses with feeblemindedness..........++ 1 1 2 
PRODIOUUGOGEORD . < 0.5.0.<.6:01910:0.9.0:0.0.4::5:010'e sin00s 3 3 6 
PPC V ORRIN AE oi nis ein oid wa didi wind oie wieiarewin 14 21 35 
EMOMMMANUL: <5 asin ea un widens dC Alb a ose sealable 12 8 2 


WMEDCEIEOE PEYCHOMIB ioc cise cc scsisedseewee 6 4 10 








In some conditions, the data are practically the same for both 
recovered and deteriorated groups; in others, there are consider- 
able differences. Since all figures are relatively small, the venture 
of drawing definite conclusions is not made except where a figure 
for one group is a multiple of that for the other. Differences on 
such a large seale are seen only in the proportional distribution of 
the functional psychoses, as shown in Table 2. 

tNo completeness of findings is claimed. It may be assumed, however, that the gaps in informa- 
tion, which are due to the general shifting of the population in New England, are fairly equally 
distributed in the two groups. The positive findings, therefore, should not give too distorted a pic- 


ture of the relative distribution of the different types of mental disease in the family histories of 
recovered and deteriorated schizophrenics. 


*In a few cases two or more of the conditions listed refer to the same patient. 


*The vague term “‘neryousness’’ was used for those cases in which remarkable nervous and neurotic 
features or abnormal personality traits were mentioned. 


JAN.—1942—M 
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TABLE 2. FAMILIAL INCIDENCE OF FUNCTIONAL PSYCHOSES 

















Type of psychosis No. of patients in No. of patients in 


recovered group deteriorated group Total 





Schizophrenia only 


WETTTTTTTIT TTT TTT TTT Te . 0 15 15 

Manic-depressive only ........ccccesccecs oie 15 2 17 

Schizophrenia and manic-depressive ......... 4 1 

Other functional psychoses ............ ave 3 0 3 
ee oocccces $:010.4.00\8 800.0010 22 18 40 


To facilitate comparisons, the various types of manic-depressive 
disease are combined in Table 2. If all functional psychoses (schiz- 
ophrenia, manic-depressive disease, epilepsy, reactive psychosis) 
are considered in both groups combined, the number of patients 
whose family histories exhibit one or more cases is 40, i. e., 40 per 
cent (22 cases, ji. e., 44 per coent* in the recovered group and 18 
cases, 1. e., 36 per cent, in the deteriorated group). 

In both groups combined, manic-depressive disease takes the first 
place in family histories; it is reported in 22 cases. Schizophrenia 
is reported in 20; and both manic-depressive disease and schizo- 
phrenia occur in five eases. The proportion of schizophrenia to 
manic-depressive disease in the family history is a little more than 
five to one in the deteriorated and about one to five in the recovered 
group. In the recovered group there is no patient with exclusively 
schizophrenic taint; and among the deteriorated patients there is 
one in whose family history manic-depressive disease, but no in- 
stance of schizophrenia, is reported. 


RELATIONSHIP OF THE MENTALLY ABNORMAL F'AMILY MEMBERS TO 
THE RECOVERED AND DETERIORATED SCHIZOPHRENICS 


The incidence of ‘‘nervousness’’ in a parent is high and nearly 
equal in both groups (14 patients in the deteriorated group and 13 
in the recovered group). Among siblings, ‘‘nervousness’’ is more 
frequent in the deteriorated group (eight patients) than in the re- 
covered group (four). Alcoholism in a parent is reported seven 
times in the deteriorated and five times in the recovered group. 


*The 43 per cent mentioned in the previous study referred to 44 of the 50 patients in the 
present paper. 
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The chief differences in distribution again concern the functional 
psychoses. In the recovered group, the incidence of manic-depres- 
sive disease is frequent in the parents as well as in the siblings (of 
10 patients each). The figures are much smaller in all other de- 
grees of relationship. Schizophrenia is recorded in the family his- 
tories of five recovered patients, distributed among four different 
types of relationship, but no case occurs in the parents. 

In the deteriorated group, there is no case of a manic-depressive 
parent. Manie-depressive disease is reported four times and dis- 
tributed among three degrees of relationship. In the family his- 
tories of the deteriorated group, schizophrenia most frequently oc- 
curs in the siblings (nine of the patients); next come four cases 
with schizophrenic taint in the parental collaterals. Schizophrenia 
is reported only twice in a parent, once in a grandparent, and once 
in a cousin. 

The distribution of familial taint among both groups is thus con- 
sistent with the knowledge of the greater dominance of the manic- 
depressive disposition and of the greater frequency of schizo- 
phrenic taint in the collateral lines. 


FAMILIAL INCIDENCE AND COURSE 


In the comparison of familial incidence among the subtypes in 
both groups (Table 3) the subtype diagnoses originally attributed 
to the recovered schizophrenics are first listed, then the recovered 
group is once more considered by the new subdivision reported in 
the writer’s previous study on recovered schizophrenies.’. It was 
pointed out there that the recovered schizophrenics examined could 
be grouped into five different clinical types. The first three of 
these, because of their common relation to the manic-depressive 
disease, are here combined as Group A. Group B—previously 
listed as the fourth type—consists of cases characterized by al- 
ternating states of excitement and stupor. In Group C alone—the 
fifth type of the previous paper—is there prevalence of schizo- 
phrenic symptomatology. Group Ca, which will be referred to as 
the revised catatonic subgroup, comprises those five patients of 
Group C who, after elimination of the previously mentioned types 
of excitement and stupor, still could be considered as catatoniecs. 
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The one remaining patient (Cb) exhibited an acute paranoid pic- 
ture. 


TABLE 3. INCIDENCE OF FAMILIAL SCHIZOPHRENIA AND MANIC-DEPRESSIVE DISEASE py 
SUBGROUPS OF RECOVERED AND DETERIORATED SCHIZOPHRENIC PATIENTS 

















Patients with schizo- Patients with manic- 
Patients phrenic background depressive background 
Subgroup per Recovered Deteriorated Recovered Deteriorated 
subgroup group group group group 
GRMNIREE, os cdi eicainiviss cers 52 3 10 10 2 
Unclassified and others .... 36 1 4 8 1 
PIGUGDUTOMIC 60:00 s200ecscee 6 0 1 1 0 
ARMM i. 6:0:0:4.0:'9.0.04.0:0:0108'8 ‘ 6 0 i 0 0 
2 er ae 100 4 16 19 3 
New subdivision Patients Patients with schizo- Patients with manic- 
: per phrenic background depressive background 
Subgroup subgroup Recovered group Recovered group 
A) Manic-depressive features 
Outstanding....<..<0+ 30 2 11 
B) Excitement—stupor pre- 
dominating ......... 14 2 7 
C) Prevalence of schizo- 
phrenic symptomatology 
BR) COMGONIC ...000s0008 5 0 1 
b) Acute paranoid ...... 1 0 0 
Eb ciwaicinrnrein anise 50 4 19 








In the deteriorated group, the incidence of schizophrenia in the 
family histories is nearly twice as frequent in the catatonic sub- 
group (38 per cent) as in the unclassified-and-others subgroup (22 
per cent). The figures for the hebephrenic and paranoid cases are 
too small to permit evaluation. The same holds true for the inei- 
dence of manic-depressive disease in the deteriorated group. 

Among the recovered patients, the incidence of schizophrenia in 
family histories is also highest in the catatonie subgroup (old 
classification), but the figures are very much smaller than those in 
the deteriorated group. The percentage for the much more fre- 
quent manic-depressive disease does not differ much in the cata- 
tonie (38 per cent) and the unclassified subgroups (44 per cent). 
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If the new subdivision of the recovered group is considered, the 
highest incidence of manic-depressive disease is found in subgroup 
B with 50 per cent (7 out of 14 cases). It is remarkable that no 
schizophrenic taint is reported in the ‘‘revised catatonic sub- 
group.”’ 

In Table 4, the term ‘‘doubtful recovery’’ was used for one pa- 
tient who apparently showed restoration of his previous psycho- 
pathic personality. The patients listed as improved without being 
actually recovered were able to live outside the hospital. The 
course was called chronic if the patient were deteriorated and re- 
mained in a hospital until his death or up to the present time. 

TABLE 4. SUBTYPES AND COURSE OF FAMILIAL SCHIZOPHRENIC AND MANIC-DEPRESSIVE 


PSYCHOSES 





Familial schizophrenia Familial manic-depressive psychosis 
Recovered group Deteriorated group Recovered group Deteriorated group 
Paranoid .... 4 Paranoid .. 7 Depressive 13 Involutional 
melancholia 2 
Catatonic .... l Catatonic .. 2 Manic ..... 8 Paranoid 
Paranoid- depression... 1 
— catatonic. 2 
Subtype Hebephrenie 3 ‘¢Special’’.. 6 Periodic de- 
Simple .... 2 Manic- pression.... 1 
Unclassified. 1 depressive 3 epileptoid 
I puey 
— — type?) — 
oo! 5 Total ....17 Total ....00 OME b46du 4 
Chronie¢ . 0%. 5 Doubtful 
recovery.. 1 Recovered ..26 Recovered..... 2 
— Improved .. 3 Chronic .... 3 Chronic....... l 
Course Chronic ....13 Suicide .... 1 Suicide....... 1 


MEE Ss eieie 5 Total ....17 Total ....30 i ae 4 





Deteriorated Group 
Although the subtype catatonia predominates among our pa- 
tients, by far the most schizophrenics in their family histories are 
‘ 
family history lead to recovery; 13 of 17 patients had to remain 
hospitalized, 


classified as paranoid. In only one case did the psychosis in a 
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Among the four manic-depressive patients in the family histories 
of the deteriorated group, there is none who could be classified as 
typical. The involutional-depressive psychoses are known for their 
schizoid features; the one other depression mentioned was char- 
acterized by paranoid trends, while the remaining periodic depres- 
sion in its reaction type as well as its periodicity suggests an epi- 
leptoid-depressive disturbance. 


Recovered Group 

The few schizophrenic patients reported in the family histories 
had had as bad courses as those in the family histories of the de- 
teriorated group. Here also the paranoid subtype predominates 
(four to one). 

Among the 30 manic-depressive patients in the histories, atypical 
features are also frequent; involutional and reactive factors are 
represented. Most outstanding is the high number of ** special’? 
eases, the clinical pictures of which distinctly resemble those of 
the schizophrenic patients in the recovered group studied here. Of 
30 patients among the relatives, 26 recovered, three were 
‘‘chronic,’’ and one committed suicide. 

Analysis of the ‘‘Special’’ Cases in the Family Histories: 
Among the manic-depressive relatives of the recovered group 
(Table 4) there were six listed as ‘‘special’’ types. These are to 
be discussed here. 

In the writer’s previous study it had been mentioned that psycho- 
genie precipitation, predominating change in the affective sphere, 
and origin of the schizophrenic symptomatology mostly from a 
background of clouding are the outstanding features in the ma- 
jority of the clinical pictures in the recovered group. In so far as 
ean be judged from the information available, these criteria are 
valid also for the six so-called ‘‘special’’ manic-depressive cases in 
the family histories of the recovered group. It may, therefore, 
seem doubtful if they actually should be classified in the maniec- 
depressive group. But even if all ‘‘special’’ cases were to be dis- 
earded, this would not greatly change the percentage of the inci- 
dence of manic-depressive disease, since there are only two recov- 
ered patients in whose background the ‘‘special’’ eases are not as- 
sociated with other more obviously manic-depressive cases. 
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It is interesting to note that the ‘‘special’’ clinical pictures listed 
in each case of a relative seem to resemble the corresponding sub- 
type of the patient in the recovered group. 


COMMENTS AND CONCLUSIONS 


It should be kept in mind that the patients used in this study 
were selected for the purpose of comparing the findings in the fam- 
ily histories of two groups of schizophrenics, who were distin- 
guished by the different courses of their psychoses. The material, 
therefore, comprises two extreme groups only: completely recov- 
ered and deteriorated patients, with psychotic members of their 
families. There is further selection in that the great majority of 
clinical pictures in both original groups of patients exhibit some 
kind of excitement state. Most of these patients are listed as cata- 
tonics, about half as many are reported as ‘‘unclassified and oth- 
ers,’’ and there are only a few paranoid and hebephrenie patients. 
The results, therefore, have a relative and comparative rather than 
an absolute value. 

The percentage of patients with any kind of functional psychosis 
in their family histories—40 per cent—is small compared with the 
most recent comprehensive studies on heredity in schizophrenia.* 
This may in part be due to the fact that certain middle groups (the 
moderately improved) are missing. Very probably the frequent 
shifting of the population in New England, which apparently is 
less in some other parts of this country and abroad, and which 
brings a resultant inadequacy of information, is another contrib- 
uting factor. 

The present investigation confirms the results of Langfeldt and 
of Malamud and Render that the familial taint is smaller among 
deteriorated than among recovered schizophrenic patients, but the 
difference between both groups is less marked in the present ma- 
terial (44 per cent to 36 per cent). Striking is the reverse propor- 
tion between schizophrenia and manic-depressive disease in the 
family histories of the two groups, a difference which is reflected in 
the prognostic outcome. These ratios (5:1 and 1:5 respectively) 
show very clearly the importance of the hereditary background, in 


*Franz J. Kallmann (Ref. 4), who has studied the hereditary material of 1,087 schizophrenics, 


concludes that the genotype of schizophrenia penetrates with ‘‘a probable manifestation of approxi- 
mately 70 per cent.” 
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other words, of the constitutional factor, for the prognosis of psy- 
choses with schizophrenic or schizophrenia-like clinical pictures, 
Since schizophrenia and manic-depressive disease overlap in the 
family histories of both groups, one might see in this an argument 
against complete nosological separation of the various clinical 
types. 

The present findings may help to reconcile the viewpoint of those 
students who stress the major importance of the endogenous fae- 
tor for the course of schizophrenia with the view of those who re- 
gard the course more as a psychological problem. The argument 
would run: Those patients tending to recovery and characterized 
by a high incidence of manic-depressive disease in their family his- 
tories usually show greater extraversion in their own personality 
makeups.' It might thus be expected that they would, from the 
beginning, be better able to cope with the difficulties which all per- 
sons experience to a greater or lesser degree. 

In accordance with the proportions established is the type of dis- 
tribution of both groups of functional psychoses among the differ- 
ent degrees of relationship. The generally accepted greater dom- 
inance of manic-depressive disease is confirmed in this study. This 
may explain why there are found many more psychotic parents of 
patients in the recovered group than in the deteriorated group. It 
possibly is one of the reasons why the familial taint is found to be 
much less in the deteriorated groups of some studies than in the re- 
covered groups, viz., because information about collaterals is usu- 
ally less complete than about direct ascendants. 

It might seem surprising that the highest incidence of schizo- 
phrenia occurs in the family histories of catatonies of the deterior- 
ated group, while there is no schizophrenic taint at all in the newly- 
revised group of recovered catatonic patients. Furthermore, this 
revised catatonic group is the most predominantly schizophrenic 
in symptomatology among the various groups of recovered pa- 
tients; the highest incidence of manic-depressive taint is recorded 
in the background of the related but definitely distinguishable 
group, characterized by alternating states of excitement and stu- 
por; the next highest is in the three groups which resemble atypical 
manic-depressive cases. With some caution because of the small 
number (five) of cases in the revised catatonic group, one might 


| 
| 


| 
| 
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therefore set up the following hypothesis: On the one end of the 
recovered groups are those cases which show a close constitutional 
relation to the manic-depressive sphere but display some schizo- 
phrenia-like features, due to some extraneous hereditary admix- 
tures. The intermediate group, of cases which are somewhat more 
closely related to schizophrenia, is still separated from the truly 
schizophrenic disorganization by its very strong manic-depressive 
influences. The third group, of cases which are mostly schizo- 
phrenic in nature, is—from a constitutional point of view—saved 
from deterioration by its lack of schizophrenic rooting in the hered- 
itary background. 

The fact that the majority of schizophrenics in the background 
of both groups are classified as paranoid does not permit any defi- 
nite statement for the problem of recovery. 

It is worth noting that none of the manic-depressive patients in 
the background of the deteriorated group actually belong to the 
manic-depressive nucleus. On the other hand, there were many 
atypical features and involutional and reactive factors also repre- 
sented among the manic-depressive relatives of the recovered 
group. 

The fact that there were several cases in the family histories 
which reminded one very definitely of the corresponding clinical 
pictures of their relatives in the recovered group points strongly 
toward the assumption that these varieties of clinical types have a 
definite underlying constitutional predisposition. 


SUMMARY 


A comparison of the familial abnormalities in two comparable 
groups of 50 recovered and 50 deteriorated schizophrenic patients, 
exhibiting initially similar clinical pictures, gave the following 
results : 

1. The incidence of familial functional psychoses is 40 per cent 
in both of these groups combined, 44 per cent in the recovered 
group, and 36 per cent in the deteriorated group. 

2. The porportion between familial manic-depressive disease 
and schizophrenia is nearly five to one in the recovered and ap- 
proximately the reverse, one to five, in the deteriorated group. 
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Corresponding are the figures concerning the prognostic outcome 
of these psychoses. 

3. The distribution among the different degrees of familial re- 
lationship confirms the generally accepted dominance of manie-de- 
pressive disease and the more frequent appearance of schizo- 
phrenia in the collateral lines. 

4. The highest incidence of familial schizophrenia occurs among 
the catatonies of the deteriorated group, while there is no schizo- 
phrenic taint among the relatives of the ‘‘revised’’ group of re- 
covered catatonic patients. 

5. None of the manic-depressive patients among the relatives of 
the recovered group actually belong to the manic-depressive 
nucleus, 

6. Among the manic-depressive relatives of the recovered 
group, there are several whose clinical pictures remind one strongly 
of the corresponding atypical types in the recovered schizophrenic 
group. 

Research Service 
Worcester State Hospital 
Worcester, Mass. 
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ADOLF HITLER'S “MY NEW ORDER”---A CRITICAL REVIEW 


When Adolf Hitler wrote ‘‘ein Kampf,’’ he outlined what 
might have been a rationally devised program of raseality or a 
well-developed delusional system. The first edition of his sequel 
to it—for ‘‘My New Order”’ is essentially as much the Fiihrer’s 
work as if he had submitted the manuscript in person to the pub- 
lishers—is a carefully selected and edited collection of his speeches 
from 1922 through June of 1941, a bare five months before new 
rantings in the Reichstag were to confirm what bombs on Hawaii 
had already announced, that Hitler was putting into effect his 
benevolent plans for us. This record of his utterances for nearly 
two decades tends to confirm what many read into Hitler’s original 
work; the elements of a delusional system are there. That Hitler 
is regarded by tens of millions as a virtually divine leader and 
that his fanatical followers have conquered most of Europe and 
seem to aim at the conquest of the rest of the world are facets which 
need not affect this conclusion. Mohammed’s delusions and hallu- 
cinations inspired his successors to create an enormous Moslem 
empire; and modern America has seen powerful religious sects de- 
veloped by similar mechanisms. This is not simply to say that the 
man is mad and so has plunged the world into chaos; but it is to 
say that there is overwhelming evidence in 19 years of his speeches 
that Hitler himself firmly believes many of his most absurd declara- 
tions, including some which are contradictory. 

It seems certain, for example, that there is much more to the 
denunciation of the Jews than mere conscious selection of a tra- 
ditional and helpless scapegoat for Germany’s woes and betrayals. 
On April 22, 1922, in Munich: **. . . I have the duty to see to it 
that human society does not suffer the same catastrophic collapse 
as did the civilization of the ancient world some two thousand years 
ago—a civilization which was driven to its ruin through this same 
Jewish people.’? On June 22, 1941: ‘*. . . It is necessary for us 
to take steps against the plot devised by the Jewish-Anglo-Saxon 
warmongers and equally the Jewish rulers of the Bolshevist center 


in Moscow.’’ And in the years between: ‘‘. . . Jewry, with its bol- 
shevist onslaught . . . the Yiddish gabblings of the democratic, in- 


ternational judges of our culture . . . Jewish fabricators of these 
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press lies . . . their (British) Jewish barons . . . the Jewish bol- 
shevist pest . . . Jewish interlopers (in Palestine) . . . Jewish, 
capitalist warmongers . . . Judah won the World War.’’ This 


does not seem to be calculated, purposeful slander. It appears 
rather as a pathological expression of hate. In its repetitiveness, 
its mouthings, its injection into every possible subject, there is 
abundant evidence that Hitler himself believes his anti-Semitism 
to express the truth. 

There is far more, too, in Hitler’s appraisal of himself than jus- 
tification of admitted genius by its astonishing success. It is ‘‘1”’ 
whose duty it is to save civilization and lead a new order in a new 
world. It is not the Reich but ‘‘1’’ who would have ‘*. . . the Ural 
Mountains... . Siberia. . . and the Ukraine.’’ It is ‘‘1’’ who be- 
comes, with the attack on Poland ‘‘just first soldier of the German 
Reich.’’ It wis ‘‘1’’ who as long ago as the Roehm purge in 193 
‘‘became the supreme Justiciar of the German people!’’ And it 
was ‘‘1’’ who boastfully proclaimed when he was said to have been 
reported by a British minister as having made seven mistakes in 
the year, 1940: ‘‘The manerrs. I totaled them up myself; I did not 
make seven mistakes—but 724. I made further calculations and 
found that my adversaries had made 4,385,000 mistakes. . . . I have 
calculated them exactly.’’ 

This is a megalomania. In the Fiihrer’s glorification of self, 
there is little or no trace of reason. It is as evident in Hitler’s 
obscurity of early beer hall days as it is in his leadership of 
the military conquerors of Europe. Furthermore, it is forti- 
fied and buttressed with apparently sincere belief in all the 
‘*racial’’ nonsense which Naziism exhumed from the grave of an 
outdated science and has been reviving and propagating ever since. 
The adversaries of Hitler are something not quite human. ‘‘ Britain 
is socially the most backward state in Europe.’’ The Poles are 
‘*neople of lower cultural value,’’ ‘‘inferior people’’ with ‘‘infe- 
riority complexes.’’ Churchill and Reynaud were planners of the 
invasion of Norway—and may have been drunk at the time. The 
British hate the Germans because German children are clean, while 
British children ‘‘run about covered with lice.”’ 
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This discussion is not to belittle Hitler’s conscious and deliberate 
employment of mendacity on the theory that the bigger the lie the 
more firmly will it eventually be believed. But it is to say that his 
speeches give ample evidence that the man himself believes many of 
his biggest. Here is also an invaluable record of how he persuaded 
the German nation, first of the truth of his illogical beliefs, and 
then of the necessity to implement them by loosing war on Europe. 
Raoul de Roussy de Sales, long a distinguished French newspaper 
correspondent in the United States, has done a magnificent job in 
selecting ‘‘My New Order’’ from Hitler’s logorrhoea—the full 
texts of his speeches would fill many such books. The editor has 
also accomplished splendidly his task of giving each speech its his- 
torical background, a chronology of significant world events, and 
excerpts of opinion from the world press. The blindness revealed 
here is amazing. Llitler reiterates tirelessly what he intends to do, 
documenting his intent by reference to what he already has done— 
and world press commentators refuse, up to the very moment 
of disaster, to believe him. 

‘‘My New Order’’ gives no answer to what makes Hitler run; 
but there is source material here for abundant psychological 
studies. One guess might, perhaps, be made hesitantly as to the 
source of the megalomania and the hatred of the Jews demon- 
strated so plainly therein. Legends about world figures must be 
discounted ; but there is a persistent one to the effect that Hitler’s 
father was illegitimate. A story credited to Fritz Thyssen, who 
lived to regret that he helped finance Hitler to power, is that the 
illegitimate pregnancy of a country servant girl with Hitler’s 
father occurred in the household of Baron Rothschild, with the in- 
ference that a member of the Rothschild family was responsible. 
It might be interesting to speculate—if Hitler were aware that his 
own father was the outcast son of a Rothschild—on how conscious 
the basis is for both the Fiihrer’s anti-Semitism and his mania for 
power. And it might be questioned, too, how far his anti-Semitism 
represents for Hitler the resolving of his oedipus complex by mur- 
dering his Jewish father and marrying his ‘‘ Aryan’’ mother. 

The present compilation of [itler’s speeches provides data from 
which many such questions may some day be answered; and new 
data will be made available from time to time, for the publishers 








190 ADOLF HITLER’S ‘‘MY NEW ORDER’’ 


intend to add, in new editions, such important speeches as Hitler 
may deliver while he continues to infest the earth—including, of 
course, his declaration of war against the United States. Students 
of the problem will find, too, that this material is presented with 
astonishing objectivity, not complete objectivity, of course, for 
complete objectivity toward Hitler would be something like com- 
plete objectivity toward a cobra as a bedfellow—and it must be re- 
membered that M. de Sales is a patriotic Frenchman. As far as 
the present edition goes, here appears to be the impartial presenta- 
tion of a blueprint for construction of the new and highly unpleas- 
ant world which Hitler has determined on building. Since the 
bloody destruction of America is a condition of ‘* My New Order’s”’ 
establishment, the Hitler speeches call for the thoughtful attention 
of all Americans. For psychiatrists, they also command attention 
for other and special reasons. They form the anamnesis of a world 
madness. 

My New Orper. By Adolph Hitler. Edited with Commentary by Raoul de Roussy 


de Sales. 1,008 pages with general and special indices and introduction by Raymond 
Gram Swing. Cloth. Reynal & Hitcheock. New York. 1941. Price $2.75. 
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“LONG-KNOWN AND LONG-EXPECTED” 


Many months ago, America began to face her uncertain future. To the 
east, was turmoil; to the west, was thunder; in her own heart, fear and con- 
fusion. Then death came roaring out of the sunrise on Hawaii. The ‘‘long- 
known and long-expected’’ had taken place. 

Many months ago, American psychiatry mapped its own role in a future 
no man could predict with certainty. There was the problem of morale in 
the first conscripted army ever raised by this nation in peace time. There 
was the problem of mental stability among the selectees and that of the re- 
habilitation at home of men regarded with suspicion because they had been 
rejected by, or discharged from, the army for psychiatric reasons. There 
promised, too, to be an even more serious problem of civilian morale—one 
raised by the activities of bitter-end isolationists who were charging that 
the President intended to consolidate a dictatorship by ‘‘ealling off’’ the 
Congressional elections of 1942. 

The first stick of bombs to burst on Pearl Harbor shattered this picture. 
War built morale in the services by giving the army a job. War brought 
the civil population into virtual unanimity. In Washington, only the lone 
voice of hysterical Jeannette Rankin, who had said in 1917, ‘‘I cannot vote 
for war,’’ held out against the recognition of reality. Elsewhere, the 
dwellers in unreal worlds of make-believe peace were reduced to a handful. 
Shouted opposition to aid for nations resisting the Axis dropped to a low, 
if still ominous, whisper that now we must concentrate all our efforts in 
making our own land, sea and air forees the most powerful in the world. 
For all practical purposes, Japanese treachery had brought about American 
solidarity. Gone, was the idea that we were safe, that we were immune 
from attack because we wished to be so. 

With the first dead of Hawaii, no less than with formal declarations of 
the new war in Rome and Berlin, the task of psychiatry, like the task of 
all America, was vastly changed. The future, if grim, became no longer 
uncertain. Today some of the old tasks remain and are as pressing as ever. 
With our drafted army being rapidly increased in size, the work of weeding 
out psychiatric cases is certainly no less than before; and the job of their 
rehabilitation in civilian life will become even more important, as the need 
for all available, civilian man power in defense industry increases. The 
first step here is obviously to reach physicians in general, as well as the 
public at large, in a campaign of education. It cannot be assumed that the 
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selective service board physicians or the medical advisers of large employers 
know any more than the elementary principles of psychiatry. Many of the 
older practitioners had no opportunity in medical school to acquaint them- 
selves with modern psychiatry ; and the acquaintance of many younger men 
is sketchy and entirely theoretical. There is reason to believe that employ- 
able men discharged from the army are being refused employment in many 
instances when employers learn that there were psychiatric reasons for their 
discharges. It cannot be taken for granted that all such employers are 
acting without medical advice. Psychiatry has the double task to perform 
of, first, educating draft board physicians to recognize the less obvious symp- 
toms of mental defect and instability and, then, of educating the general 
practitioner and the general public to the understanding that emotional 
instability which may unfit a man for military service need not necessarily 
interfere with his useful employment and successful adjustment as a civilian 
if he is permitted to remain in that capacity. 

To these tasks, foreseen long ago, must now be added a greater. Dr, R. 
D. Gillespie, the Thomas W. Salmon lecturer for 1941, discussed it in ad- 
dresses in several cities of this country and Canada shortly before Japan 
bombed us into the war. It is the problem of the morale of civilians under 
bomb threats; and it is a problem in which psychiatry must assume as much 
of the burden as public and officials will allow the profession to shoulder, 
for psychiatry alone has the knowledge to understand and to alleviate the 
mental and emotional strains which war will impose on the populace. 

American psychiatry may assume its burden with the reassuring informa- 
tion that the British civilian, with a society and a background not too un- 
like ours, has stood the strain of bombing unexpectedly well. Dr. Gillespie 
reports a ‘‘ 
ians exposed to air attacks; children are ‘‘remarkably unaffected’’ by fear 


relative rarity of pathological mental symptoms’’ among eivil- 


of raids; air raid shelter life has helped people to ‘‘withstand peril better 
than isolation in small groups;’’ and certain types of psychoneurotie indi- 
viduals—a depressed and timid dental meehanie was Dr. Gillespie’s ex- 
ample—develop unusual courage and efficiency during bombing. 
Conditions in America, however, will differ widely from those in Great 
Britain where civilians exposed to bombing have generally been under re- 
peated attack. Here, if lightning strikes twice in the same place, its blows 
will seldom come twice in quick succession ; raiders may bomb a great city 
one night, wipe out a helpless little manufacturing center the next. In 
Great Britain, there are concentrated defenses to protect military objectives 
in a relatively small area; in America, there are widely scattered defenses 
to protect a civilian population over a broad expanse. The great psychiatric 
problem here may well be that of morale among persons who have never 
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heard the motor of an enemy plane or the blast of a bursting bomb, but 
who know death may have marked them next. And American psychiatrists 
may well discover that it is more difficult to built morale against flying 
death in the night among those wholly inexperienced than the British have 
found their task among those inured to bombs. 

The resources of American psychiatry are strained at present. They will 
be much more strained in the not distant future. To psychiatrists who 
must bear the burden of that day, there can be offered the suggestion that 
as the toil and responsibility increase, so also will increase the opportunity 
for national service during the war and for service after the war—both in 
national rehabilitation and in furthering the professional stature and the 
general recognition of psychiatry as a science of practical application in 
solving great but everyday problems of peace-time life. 





4) 
Vv 


PSYCHIATRY AND THE DRAFT BOARD PHYSICIAN 


If psychiatry is to attain its objective of having mental cases sereened 
from the army by selective service board physicians, two eurrent diffieul- 
ties must be overcome. The draft board physicians, few of whom have 
any practical experience with psychiatry, must learn how to detect the 
cinotionally unstable, the epileptic and the larval psychotic; and adequate 
time for psychiatric examinations must, in some fashion, be provided. 

The Department of Mental Hygiene has attacked the first problem with 
zeal. Assistant Commissioner Lang has held meetings of practically all 
State hospital medical staffs, with invitations extended to draft board phy- 
sicians to attend and discuss appropriate procedures. The numerous ques- 
tions brought up for discussion by those guest physicians evidenced eom- 
mendable interest in the problem. 

But no amount of instruction and no amount of interest on the part of 
those instructed can meet the need unless more time for examinations ean 
be provided. Errors on the part of selective service board physicians usu- 
ally have been those of omission, neglect, for example, to obtain detailed 
histories. Many a selectee has been approved for service, although a eare- 
ful history would have revealed failure to establish comfortable adaptation 
to family, school and comrades in play and work. But to take such his- 
tories requires time, an hour, perhaps two hours, in each ease. Sometimes 
a return visit is necessary. And, in all fairness to the doctor, he must have 
a care for his practice. Patients are waiting in his office or are expecting 
him to call while he is engaged in draft board work. He would not be 
human if he did not feel that he must hurry to return to them. Further- 
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more, it would be pertinent to remind the government that a physician’s 
practice is his livelihood. 

Drait board work, in most instances, is its own reward, although a few 
localities are said to have provided reasonable fees for it. As far as the 
federal government is concerned, however, the selective service board physi- 
cian is expected to add charity to his Uncle Sam to the already extensive 
charity work he usually does for the poor. Others who contribute to the 
war program are duly paid at prevailing rates. A physician who serves 
on a draft board is contributing time and foregoing income which properly 
attach to his profession. 

Suitable fees for draft board physicians, it is reasonable to anticipate, 
would allow these men to feel that they could spend more time on examina- 
tions, go more deeply into family and personal history, make more critical 
serutiny of all registrants. The error committed by one draft board in 
putting a registrant in Class A 1, who at the time was on parole from a 
Central New York State Hospital, could be avoided. With an army in 
prospect of almost twice the size of that in World War I, hundreds of thou- 
sands of the emotionally unstable, who are able to adjust satisfactorily as 
civilians but who would not be able to serve as soldiers, face prospects of 
the draft. If they are actually inducted, they may be expected soon to 
develop neuroses or psychoses, become burdens to the field hospitals and be 
returned to civil life, unfit then to support themselves. Many will become 
inmates of mental institutions. If these men are not screened out by the 
selective service boards, the suffering and economic wastage is likely to 
make the appalling toll which followed the last war appear insignificant. 
If they are to be recognized and taken out, the draft board physician must 
have the time for exhaustive examinations, Money spent now to make such 
examinations possible, by compensating physicians for their time, would, 
in all likelihood, prove a great economy in the end. 
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Clarence Darrow for the Defense. A Biography. By Irving Srone. 
570 pp. Doubleday, Doran and Company, New York. 1941. Price 
$3.00. 

To psychiatrists, the name of Clarence Darrow is associated with one of 
the most celebrated trials in medicolegal history in America, that of Leo- 
pold and Loeb for the murder of Bobby Franks. To the religionist, his 
name is associated with the Scopes evolution case in Dayton, Ohio, where 
Darrow punctured that windbag that was William Jennings Bryan and 
exposed him as poorly educated, ignorant of fundamental cultural learning, 
narrow-minded and bigoted. To those interested in the conflicts between 
labor and capital, the name of Darrow brings to mind Eugene Debs and 
the railroad strikes in and around Chicago 40 years ago, the Haymarket 
riots, the coal strikes at Homestead and other labor conflicts and accom- 
panying disorder. Darrow was always for the defense. 

Darrow’s professional career witnessed a protound re-evaluation in 
America’s outlook as between the rights of labor and the privileges of 
capital—a new orientation of the relations between employer and employee 
—a new philosophy of business which imposed, upon capitalists, obligations 
not previously recognized, 

In the earlier period in America, as abroad, it was capital that was su- 
preme; the laws were framed io protect property against aggression; the 
laborer was little thought of. Into industry as it grew and developed, were 
transferred the old conceptions of landed rights, the supreme power vested 
in the owner to give or to withhold privileges and opportunities for the 
worker. The doctrine implied by: ‘‘These are the conditions of employ- 
ment; you may take it or leave it’’ had not been successfully challenged. 
When the employer had been the farmer, the storekeeper or the small manu- 
facturer, his employees were few and were chosen from among the nearby 
residents. The situation was radically altered as the impetus to larger and 
larger production, which characterized the period following the Civil War, 
brought into existence great corporations and vast aggregations of capital. 
Industrial towns grew up, sometimes almost overnight, around coal mines 
and smelters, towns in each of which the entire population was dependent 
upon the employment furnished by the industrial plant located there. Then 
it came about that the employee, to a large extent, lost his identity. He 
was no longer the neighbor and citizen as of old. He became a small and 
insecure unit in a vast organization, ownership of which was vested in 
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stockholders, in executive committees and officers. Responsibility for earry- 
ing on the actual work in the mills or the mines was left to foremen and 
bosses of many grades. In this complicated setting of industry, of great 
mills humming with activity, the individual was inarticulate, his identity 
merged into the mass. There was little stability, too, of his wages or condi. 
tions of work. He could be and frequently was discharged for tangible 
causes or none at all at the whim of the petty boss. Wages fluctuated but 
were always low. At times, they were reduced to almost starvation levels, 
as low as $6 or even $5 a week for long hours and six-day weeks in the 
coal mines. 

To eke out the inadequate wages, the children of the family were em- 
ployed in the coal mines, sometimes little boys of 10 years who worked 10 
and even 12 hours a day in the coal breakers for a pittance. There were 
no laws for labor at that time. All the laws and decisions of the courts 
favored property and ownership of wealth. 

Darrow was born and brought up one of a family of seven children whose 
father and grandfather had been ardent abolitionists. One of his earliest 
recollections was of being awakened in the night to ride to the next village 
on a load of hay in which was hidden a fugitive slave. Darrow’s father was 
a son of a New England immigrant to Ohio—lazy, impractical, inefficient 
but a rare classical student for those days and that country. He had been 
prepared to become a Unitarian minister. With a comfortable life assured 
him, with ample time and opportunities for reading and study, he aban- 
doned theology because his studies led him to doubt, and he drifted fur- 
ther and further from the established forms of religion. As a result, he 
lived his life and brought up his family in genteel poverty—always in op- 
position and always in the minority. He was the only Democrat in a region 
solidly Republiean, the only free trader where high tariff was the accepted 
tradition, the only intellectual in a small farming community. He did not 
mind his situation and enjoyed being in the opposition corner. Though 
his family often lacked for the necessities of life, there was never a lack of 
books in his house—history, law, metaphysics, literature, Latin, Greek and 
Hebrew were read and studied into the late hours of the night. With this 
background, it is easy to see how Clarence Darrow came to be what he was. 
One ean see how he aequired his deep sympathy expressed throughout life 
in his writings, speeches and deeds for the underprivileged, for the oppressed 
and the unfortunate. Though he never distinguished himself as a student 
in school, at home he was under the domination of a father who believed that 
learning was the all-important aim in life. Every lesson had to be learned 
and recited before he set out for school. His father, though himself irre- 
ligious, sent his children regularly to church and Sunday school, believing 
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that he should not foree his opinions upon them when they were too young 
to decide questions of that sort for themselves. Clarence, though given the 
opportunity to decide what his religious belief should be, had been too much 
oppressed by the austerity and gloom of the Presbyterian church which he 
had been forced to attend, ever to be attracted to it; and he was always a 
skeptic and free thinker. He says of himself that he eseaped into the law 
to avoid doing the hard work on a farm. 

In his school days and ever afterward, he was fond of debating. Publie 
debates seem to have been a popular feature of entertainment in that vi- 
cinity, they were held weekly on winter evenings in a school, church or hall. 
He could be relied upon to take the unpopular side of a subject, the side with 
which everyone in the audience disagreed. He liked nothing better than 
to come to the front of a platform when his opponent had received an ova- 
tion from an audience which was thoroughly in sympathy with the views ex- 
pressed and to take the opposite side, facing a hostile audience of several 
hundred, whose faces were patterns of incredulity and disbelief. He found 
exhilaration in standing alone before such audiences, giving voice to his 
arguments which he knew were good and valid but which he could see met 
only hostility and aversion. Off the platform, Clarence was popular. On 
the village baseball team, he was the star first baseman and a dependable 
batter. They liked, too, his pleasant smile, his kindly sympathy for chil- 
dren and for the unfortunate; but in debate, arguing against things they 
believed in, he became the enemy, the infidel and turneoat. He never won 
a decision 1n that town. 

One can see from these early interests and experiences how it was that 
Clarence Darrow became the champion of the oppressed and the friend of 
the friendless. Ile was defeated in his first big case. He had resigned his 
position as counsel for the Chicago and Northwestern Railroad to defend 
Eugene Debs, president of the American Railway Union, who had been ar- 
rested and charged with inciting to riot in the great railroad strike in Chi- 
cago in 1894. The strike was really aimed at the Pullman Company for 
better wages and improvement of the living conditions in the town of Pull- 
man. On an inspection in preparation for the trial, Darrow found com- 
pany-owned houses to be bad and overcrowded; he found an inadequate 
water supply and in many instances four or five families having access to 
but one basement faucet and making use of one bathroom and toilet. The 
rental charged by the Pullman Company for these houses was found to be 
25 per cent higher than comparable rentals in nearby towns, and the rent 
was deducted from the employee’s pay check before he received his wages. 
The employee was required to sign a lease which provided, among other 
things, that he must pay for all repairs, and the rentals in the slum district 
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amounted to from 40 to 50 per cent per annum of the estimated fair value 
of the property. When the Pullman employees held a meeting to consider 
some concerted action, 43 of the men who had taken some part in the gather- 
ing were summarily discharged and their families evicted. George Pull- 
man’s philosophy—which was of the employer almost universally at that 
time—was expressed in a statement which he made: ‘‘The workers have 
nothing to do with the amount of wages they shall receive; that is solely 
the business of the company.’’ Darrow announced in court that he planned 
to subpoena George Pullman to explain to the court and to the public why, 
with an accumulated surplus of more than $26,000,000 and with an earned 
surplus for the previous year, which was one of business depression, of 
$2,800,000, he had again reduced wages. But the subpoena could not be 
served. Pullman had disappeared and could not be located, nor did he re- 
turn until the opportunity for placing him on the witness stand had passed. 
The trial of Eugene Debs was held before the Federal Court, and Debs 
was convicted and sent to prison. ‘‘Debs really got off easy,’’ said Darrow. 
‘‘No other offense has ever been visited with such penalties as seeking to 
help the oppressed.’’ 

Darrow’s resignation from the lucrative position as attorney for the rail- 
road to defend the president of a striking labor union was typical of the 
man throughout his professional career. His secretary was instructed never 
to turn away anyone from his office. Anyone who came to consult him was 
welcome, whether he had money or not. The hard benches in his waiting 
room were filled with applicants for his aid—working men who had lost an 
arm or a leg at the job and had been cast off without compensation, widows 
whose husbands had been killed at their work and who could receive no com- 
pensation until the case had been put through the courts and a verdict in 
their favor awarded, victims who had been defrauded of their savings by 
sharp practices. Often, the attorney not only received no fees for his serv- 
ices but had to pay out of his own pocket the expenses of the witnesses and 
the court costs. No one was ever told that Darrow was too busy to see him. 
The records of his office show that from one-third to one-half of his profes- 
sional work was devoted to clients from whom he collected nothing. Always 
in the court in defense of the under dog, he had a purpose and aim which 
went far beyond the particular individual and the particular case which at 
that moment occupied the attention of the court. 

His purpose was to make known the conditions of employment and living 
in order that a general reform might be brought about. The reform did 
come about, and he lived long enough to see it ; and while many others aided 
in the work, Darrow deserves credit for being an early pioneer in inaugurat- 
ing the reform movement. 
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A number of his best-known cases are reported in considerable detail in 
this biography, such as the State of Illinois vs. Leopold and Loeb. In this 
ease, William A. White, William Healy and Bernard Glueck, prominent 
psychiatrists, testified for the defense, while the prosecution called Hugh T. 
Patrick, Harold D. Singer and William A. Krohn, well-known neurologists. 
As the trial went on, excitement in Chicago rose higher and higher. Crowds 
began to assemble at the entrance to the courthouse at dawn. Feeling ran 
high within and outside the courtroom. For almost a month, the hearing 
went on. Most of the spectators were outstanding lawyers and judges of 
the Midwest, some of whom had travelled as much as 1,000 miles and had 
laid aside their businesses for the time being to attend this hearing—the 
most unforgettable trial in the annals of legal history. Darrow had pleaded 
the boys guilty, which in the state of Illinois at that time automatically did 
away with the jury and brought the defendants before the judge for sen- 
tence. Darrow asked to be allowed to present evidence in mitigation of the 
offense, and this the court permitted. The trial was, therefore, not to deter- 
mine the guilt or innocence of the accused but the degree of responsibility 
and other circumstances which would influence the sentence of the court. 
Darrow’s contention was that the boys were not legally insane but were 
mentally diseased. The testimony largely revolved around dual personality, 
nervous instability, endocrine imbalance, homosexuality—its causes and na- 
ture. Much of the latter testimony was heard privately in the judge’s cham- 
bers. Judge Caverly consumed two weeks in study and deliberation and im- 
posed the penalty of life imprisonment on the two boys. 

Darrow had based his defense on the detailed studies of the life histories 
and characters of the boys by the defense psychiatrists. ‘‘Not insane but 
mentally diseased’’ was a defense never before offered in mitigation of a 
first degree murder indictment. The law had not recognized degrees of men- 
tal soundness and of responsibility for one’s acts, though psychiatrists had 
long recognized that partial responsibility does actually exist and had taken 
it tacitly into consideration in the management of patients in mental hos- 
pitals. The granting or withholding of special privileges—parole on the 
hospital grounds, the entrusting to patients of the eare of farm machinery 
and animals under explicit rules indicate that the hospital physicians were 
making use of the concept of partial or limited responsibility in the extent 
to which such privileges and opportunities were being given or taken away. 

To lawyers a definite cleavage had existed between sane and insane, an old 
conception dating back to the days of the madhouse. To them, there could 
be no half-way ground. Either the responsibility for one’s acts must be 
complete, or it must be absent. The law is conservative and rightly so. It 
cannot be carried away by innovations, but its ponderous machinery does 
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not always grind out evenhanded justice. The guilty sometimes escapes, 
and the innocent sometimes has paid the supreme penalty. Darrow well 
knew that juries and courts are not immune to mass hysteria. He pleaded 
his clients guilty in order that the case might be passed upon by the trained 
and cultured mind of the court instead of a jury. In his closing plea, he 
said: ‘‘The easy thing and the popular thing to do is to hang my clients, 
I know it. Men and women who do not think will applaud. The eruel and 


thoughtless will approve . . . but more and more over the length and 
breadth of the land, more and more fathers and mothers, the human, the 
kind and the hopeful . . . would join in no acclaim at the death of my 


clients. These would ask that the shedding of human blood be stopped and 
that the normal feelings of man resume their sway.’’ 

‘*Clarence Darrow for the Defense’’ is an outstanding biography of one 
of the most original and dramatic characters that the American bar has 
ever known. It reflects throughout the feeling and sentiments of Clarence 
Darrow and is a powerful plea for justice, tolerance and understanding, 
and for the abolition of capital punishment. 


Sex Variants. A Study of Homosexual Patterns. By Grorcr W. Henry, 
M. D. Sponsored by the Committee for the Study of Sex Variants, 
Ine. In two volumes. 66 illustrations and 80 family charts. 1,178 
pages. Cloth. Paul B. Hoeber, Inc. New York. 1941. Price $12.50. 

Dr. George W. Henry has undertaken to prepare this encyclopedic 
treatise on sex variation in men and women. Dr. Henry is well qualified 
for this task, having to his credit several useful and practical books on psy- 
chiatry. Dr. Eugen Kahn, who is chairman of the executive committee of 
the sponsoring organization, has prepared a foreword. 

The two volumes are made up of accurate and carefully prepared lives 
of 80 variants. The work is done without personal bias or theoretical spec- 
ulations or moral assumptions. The subject of sexual variation is dealt with 
as a phenomenon deserving scientific study and understanding; and this 
study and understanding, the committee and the editors have endeavored to 
present in the two volumes covering about 1,200 pages. Family charts 
are used freely. Whether it is possible to set forth any worthwhile data 
on the subject by means of family charts is a question which is debatable. 
The reader may decide for himself, for the basic facts presented are abund- 
ant and are as accurately recorded as family histories are expected to be. 
Family histories are, to a large extent, made up of hearsay statements, opin- 
ions and assumptions. These strictures are made with reference to family 
histories in general; and the histories in this study are, no doubt, as free 
from error as one may reasonably expect. 
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They are given in considerable detail, partly in the first person in nar- 
rative form. They were obtained directly from the subject, verified in some 
instances. After each extensive family history, comes an adequate physical 
examination, including an X-ray, followed by comment and résumé. Numer- 
ous photographs and other cuts make clear those points in the physical 
makeup which otherwise would be difficult to describe. The first volume 
consists of studies of men; and Volume II is made up of the case histories 
of women. 

Dr. Henry was fortunate in obtaining his data at first hand. More than 
200 persons, including successful men and women in the business world, 
artists, teachers, actors and members of other miscellaneous groups, ap- 
peared before him voluntarily for examination and study. He particularly 
investigated the early life experiences of these persons, believing that the 
factors which contribute to sexual maladjustment often are based upon ex- 
periences and patterns laid down in the earliest years of life. He made use 
of the technique of free associations to obtain greater detail in the life 
histories. After a period of two years, the accounts were rechecked and 
reviewed and were supplemented by a second series of interviews. Various 
psychological tests were used, as well as the observations and histories. From 
the large number of histories available, Dr. Henry selected 80 which he be- 
lieved to be most informative and which offered the greatest variety. 

Dr. Henry, in his introduction, says that six years were devoted to con- 
sideration of this task before he accepted the invitation of the committee 
to make the study. ‘‘I accepted the invitation because it presented an op- 
portunity to gain a better understanding of human relations.’’ He had 
been impressed as a psychiatric consultant with the intimate association 
between sexual maladjustment and more orthodox psychiatrie problems. 
He was confident that what he might learn about the sex variant would be 
of value to the general practitioner as well as to the specialist. It is with 
this goal in mind that he has undertaken this study, and he has done a 
thorough job. He comments upon the hostile attitude of the average per- 
son toward anyone known or believed to be a sexual varient, but he believes 
that a better understanding is becoming increasingly evident. He agrees 
with those who say that the segregation of sex variants in penal institutions 
is futile and undesirable ; and the reviewer would add that it is unjust, for 
such persons, if they need anything at all, need practical assistance rather 
than punishment. 

The book is a mine of information, superior even to the extensive studies 
of Havelock Ellis who, though a pioneer, lacked the scientifie approach 
which Dr. Henry and his committee employs—of course, Krafft-Ebing is 
out of date and was never of more value than to popularize the subject, as 
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his conclusions were practically all wrong. ‘‘Sex Variants’’ is a contribu- 
tion to medicopsychiatrie and medicolegal subjects of considerable import- 
ance, and concerning a subject about which too little has been known. The 
book should be read by physicians and all others who are interested in go- 
cial problems as, lawyers, educators, welfare officials and persons concerned 
with mental hygiene and adult guidance. 


Selfhood and Civilization. A Study of the Self-Other Process. By 
WitiiAM Hearp Ki_parrick. 243 pages. Cloth. The Maemillan Com- 
pany. New York. 1941. Price $1.50. 

This book is the outgrowth of four V. Everit Macy lectures on eduea- 
tion, Teachers College, Columbia University (1938). Above all, it aims 
to orient teachers and others interested in pedagogical aims to understand 
and make practical use of philosophical and especially psychological im- 
plications in understanding the self and its relation to environment. The 
individual is represented as ‘‘a living purposing personality,’’ a social 
product in the author’s ‘‘self-other’’ process of evolution. He stresses the 
social nature of the self; language as well as the tools developed by man 
become of paramount importance in the acquisition of human selfhood. 

The history of man, from the Stone Age through the millennia toward 
present-day civilization, and the more or less teleological projection into the 
future of ‘‘the good life’’ make rather interesting but not absolutely con- 
vineing reading. It may be true that the ego-alter process and the acquisi- 
tion of ideal selfhood may be accomplished by proper guidance, but the 
author’s exposition of the ‘‘self-conscious’’ and ‘‘other-conscious’’ pro- 
cesses of selthood, together with the rather weak metaphysical components, 
is far from giving foolproof assistance to educators in their efforts to make 
schools character-building, democratically oriented institutions. 

The author also seems to think that reason and reasoning is the guiding 
beam of life. His psychology seems to forget that so-called selfhood, lan- 
guage, and the culture alone do not make the quality of living we call civi- 
lization. The book may be helpful, however, because of the author’s stress 
on the empirical element of learning and the continuance of influence of the 
experienced. 

Although there is the wish for peace and order in this world, this book 
will not solve the problems by the ‘‘operation of reason and good will” 
alone. It may be true that ‘‘selfhood’’ and civilization go together. But 
what the author does not seem to see is the importance of emotional evolu- 
tion and its all powerful influence in shaping the destiny of the individual 
and the world. 
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Comparative Psychology of Mental Development. By Hrinz WrRNER, 
Ph.D. First edition. 510 pages. Cloth. Harper Brothers. New York. 
Price $4.00. 

This book has appeared in two previous German editions; this is the 
first one in English; the translation by E. 13. Garside is adequate. Dr. 
Werner was formerly professor of psychology at the University of Ham- 
burg, Germany. His concepts are, basically, oriented along the lines of 
‘Gestalt Psychology.’’ The mental organizations of children, animals, 
primitive men, and certain psychotics are studied in detail, and parallels 
are drawn. In brief, the author finds that diffuseness, syneretism, con- 
ereteness, and lability are characteristic of the mental processes of primi- 
tives and children, and that the course of mental development from the 
primitive to the civilized is one of increasing differentiation and organiza- 
tion according to abstract and hierarchical principles. G. W. Allport re- 
marks in his foreword: ‘‘While tactfully confining himself to children, 
primitives, and psychotics, the author tells us in a sly way more than a 
little about our own mental lives.’’ The author aptly demonstrates his 
thorough knowledge of child psychology, animal psychology, psychopath- 
ology, and of the pattern of life of primitive men. He frequently illus- 
trates his scientific, theoretical discussions by the citation of practical and 
concrete examples. The factual information contained in this book is 
abundant. The table of contents gives a general idea of the material cov- 
ered; these are some of the headings: ‘‘Sensory-motor, perceptual and af- 
fective organization. Primitive images. Primitive notions of space and 
time. Primitive action. Primitive thought processes. Primitive worlds 
and spheres of reality. Primitive personality.’’ 

Critically, it is commented that the name of Freud does not appear in 
this comprehensive text on psychology, with the exception of two very 
brief remarks, one of them in parentheses. It is suggested that references 
to the ‘‘Seupin boy’’ be made less frequently in future editions. Perhaps 
names of the children whose behavior is cited might be omitted altogether. 
‘‘Deerepancy’’ on page 60 evidently should read ‘‘diserepaney.’’ On page 
303, the word ‘‘gymnasium’’ is used in its German meaning, and should 
be replaced by the corresponding English term. 

The chapter on ‘‘personality,’’ as well as that on ‘‘the fundamental ideas 
of magic as an expression of primitive conceptualization,’’ is especially well 
written and most stimulating. 

All in all, this reviewer concurs with the publisher’s statement on the in- 
side of the dust cover: ‘‘The volume is a brilliant and scholarly achieve- 
ment, and should be of special interest to all students of psychology, espe- 
cially those concerned with social psychology, child psychology, personality, 
and cultural anthropology.’’ Psychiatrists, too, might study this book to 
advantage. 
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Behind the Mask of Medicine. By Mires Arkinson, M. D., F. R. C. 8. 
(Iing.). Charles Seribner’s Sons, New York, 1941. 348 pages, with 
index. Price $3.00. 

One may disagree with practically all this author has to say, and still be 
a much wiser man for having read his book. The initial pages deal with 
‘‘medicine and civilization,’’ and with the well nigh overwhelming seien- 
tific advances of the century, 1840-1940, which have brought so much change 
to the practice of medicine. Some of these changes are: increasing speciali- 
zation, increased cost of medical care, difficulties in hospital administration, 
and the prospect of socialized medicine. Having raised these problems, as 
well as others, the author proceeds to discuss them in a humane, construe- 
tive, and friendly way, quite properly making the welfare of the patient 
the decisive factor in his remarks. Herein, both patient and doctor may 
learn why the other acts like that, and more surprisingly, why he acts that 
way, himself. More particular subjects are also treated, such as cireum- 
cision, tonsilleetomies, and euthanasia. Layman, specialist, and general 
practitioner will’ all have a chance to clarify their own thoughts on these 
matters, as they are presented in a manner which ought to call forth some 
sort of reaction from everybody. 

Practitioners in the various special fields, will, naturally, be most irri- 
tated, or pleased, by the treatment which is accorded their speciality. Psy- 
chiatry comes in for no chapter of its own, but is treated as an incidental 
accompaniment of all the branches of medicine. Psychotherapy in general, 
and psychoanalysis in particular, seem to occupy the lowest hell in Atkin- 
son’s Inferno of Medicine. These arts are classed with faith healing, the 
wearing of amulets, Christian Science, and ‘‘confidence in your doctor”’ 
(page 134). However, psychological determinism, (page 152), unconscious 
mentation, and the possible effects of infantile traumatie experiences, (page 
182), are accepted. One gets the impression, that the author’s resistances 
are directed against the name, rather than the content of psychoanalysis. 
Perhaps if the author himself could be persuaded to undergo psycho- 
analysis he would then write a still better book. 


Doctors Don’t Believe It—Why Should You? Facts and Fallacies 
About Health with Practical Guidance for the Layman. By Avaust 
A THomeN, M. D. With an introduction by Logan Clendening, M. D., 
and a Preface by The Right Honorable Lord Horder, Physician in 
Ordinary to the King of England. 384 pages with bibliography and 
index. Cloth. Simon and Schuster. New York. Price $2.50. 
Ground glass is not a poison. Spinach is not a good source of iron. Tight 
hats do not cause baldness. Ozone in the air is harmful, not beneficial. 
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Flowers in a sick room at night do no harm. Whiskey is not a remedy for 
snake bite. These can serve as representatives of the assertions in Dr. 
Thomen’s amusing and instructive work for general reading. 

Dr. Thomen obviously enjoys the sport of throwing spears at current 
medieal superstititions; and it is a pleasure to note that his targets are 
well-selected and his aim generally accurate. The general reader will find 
much unusual and useful information packed solidly in this book—how to 
run a bath, how to use a handkerchief, how to stop hiceups (this last, by 
a method which apparently is little known among members of the medical 
profession ). 

Major subjects include popular but thorough reviews of food, diet and 
weight reduction; allergy, asthma and hay fever; the common cold; minor 
ailments and remedies ; major diseases ; and healthful regimens for ordinary 
daily life. In keeping with current public health campaigns, there is much 
informative and important discussion of the venereal diseases and of ean- 
eer, With the jacts set forth simply and unsensationally and in a form which 
should be both readily comprehensible and useful to the general reader. 

The psychiatrist will regret that this readable and valuable volume does 
not handle the problem of mental disorder so well or at so great length as 
it does the problems of venereal disease and cancer. The discussion of the 
psychoses is inadequate. Dr. Thomen writes: ‘‘The term ‘nervous break- 
down’ is in general use among laymen to designate some of the most serious 
mental derangements, as well as actual insanity.’’ (The Italies are the 
reviewer’s.) And he notes that ‘‘The predisposing causes (to disorders of 
the mind) are usually inherited,’’ an assumption which is at the most un- 
proved and at the least is highly debatable. And again, referring to the 
malaria treatment of ‘‘syphilitie insanity,’’ Dr. Thomen notes: ‘‘. . . it 
was definitely known that the elevated temperature induced by the malaria 
had effected the good results, and not the malaria itself . . .’’ a conelu- 
sion which is still subject to debate and which Wagner-Jauregg, discoverer 
of malaria therapy, is said to have disputed up to the time of his death, 

It may also be observed that the arrangement of the diseussions of mental 
disease might be improved. It is possible that in-a popular work, discus- 
sion of general paresis is appropriate under the heading of venereal dis- 
ease, rather than mental illness. But it seems certain that ‘‘soldier’s 
heart,’’ the effort syndrome, might better be classified under mental dis- 
orders than under major diseases. And considering that mental disease is 
probably the subject of as much publie misunderstanding and superstitition 
as all other medical problems combined, more space might usefully have 
been devoted to the entire problem. Dr. Thomen introduces each of his 
topies with a question, as, ‘‘ What is congenital syphilis?’’ It is permissible 
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to hope that in future editions of this book—and there should be future 
editions—he will find space to answer, with psychiatric collaboration, a few 
such questions as, ‘‘ What is ‘insanity,’ and why do doctors speak of ‘psy. 
choses’ instead?’’ ‘‘ Does ‘sex’ make people ‘insane?’ ’’ ‘‘ Does masturbation 
make people ‘insane?’’’ ‘‘Is ‘insanity’ something to be ashamed of?” 
‘*What is ‘nervousness,’ and what can be done about it?’’ There is a splen- 
did opportunity here to do some fine work for the cause of general under. 
standing of mental hygiene. 


Dark Legend. A Study in Murder. By FRreperIcK WertHAmM, M. D, 
270 pages with notes and references, bibliography and index. Cloth. 
Duell, Sloan and Pearce. New York. 1941. Price $2.75. 

This is a unique and most interesting book; unique in that it is a ease 
history of matricide, which in itself is a very unusual crime; interesting in 
that—unlike most detective stories—the criminal is already known and the 
object of the study is to find the motive. 

The book falls‘naturally into three parts. ‘‘Gino,’’ a likable and other- 
wise well-behaved 17-year-old lad of Italian extraction, from New York 
City’s crowded lower east side, has just, for ne apparent reason killed his 
mother. The manner of the killing was particularly brutal. After knock- 
ing her over the head with a milk bottle as she lay in bed, he proceeded 
to stab her with a bread knife, inflicting 32 wounds and almost decapitating 
her ere his fury had spent itself. Then, a strange anomaly, he went out, 
leaving her dying on the floor, to buy candy to keep the children from 
erying. While about it, he calmly reported what he had done to a ‘‘cop”’ 
on the street, who, unable to believe his ears, accompanied the boy back 
to the third-floor tenement flat to gain gruesome confirmation of his tale. 
‘*Gino’’ was of course arrested and charged with murder but never went to 
trial. He was alert and in good contact and showed no evidence of delu- 
sions or hallucinations, but a lunacy commission found him legally insane 
and he was committed to a State hospital. The foregoing, together with a 
deseription of the boy’s character and of his previous behavior, as fur- 
nished by those who knew him, make up the first part of the book. 

The second part consists of ‘‘Gino’s’’ own story of the crime as told by 
him to the author, the psychiatrist who first examined him. This covers 
his life experiences from earliest remembrances up to the time he killed 
his mother. His father had died when he was 11, and he relates with feel- 
ing how mutually affectionate his parents had been and how happy they 
all were before his father’s death. It was not long after that death when 
his mother was conducting herself in such a manner as to bring ‘‘dishonor”’ 
upon the family, particularly upon the father, for whom the boy had en- 
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tertained the greatest admiration and respect and whose place he had now 
assumed as the head of the family. He endeavored to carry on his father’s 
work as a baker, but the family resources were lavished by the mother— 
along with her affections—upon a man whom his father had disliked, while 
‘‘Gino’’ and his brothers and sisters were in need of food and clothing. 
His mother had not kissed him since his father’s death and now he was 
forced to go about with ‘‘broke pants’’—his father had at one time in his 
early struggles to make a living had to cover up his ‘‘broke pants.’’ To 
avenge the family honor was an obvious motive for the crime and was the 
one given by ‘‘Gino”’ in all sincerity. Even at the age of 12, he had sworn 
on his father’s grave that he would some day avenge his honor by killing 
the mother. After five and one-half years of inward strife, and mounting 
tension, he was impelled in spite of restraining influences to carry out his 
vow. He had suffered extreme anguish and much guilt as the frustrated 
guardian of the family honor, but now he experienced a pleasing sense of 
satisfaction and relief and had no regrets. 

The nature of the crime and the ferocious manner in which it was ear- 
ried out were so much at variance with the character of ‘‘Gino,’’ as ap- 
praised by the author and as depicted to him by the neighbors, that he 
could not accept the obvious as the true motive for the boy’s act. He 
must search for some deeper underlying motivating force of which the boy 
himself was not aware, a force that would be capable of such devastating 
results. The third and remaining part of the book is given over to this 
search; and the reader accompanies the author in an analysis of the whole 
situation, particularly as related by the boy himself, until the hidden mo- 
tive for the killing—hidden even from ‘‘Gino’’ himself—is finally brought 
to light. Dr. Wertham proposes a name from ancient Greek legend for 
the situation he found at bottom, ‘‘the Orestes complex.’’ He finds a parellel 
situation also in ‘‘ Hamlet.’’ 

The matter of diagnosis is also discussed. The case does not conform in 
pattern to any of the standard types of mental disorder; and the author 
ends by labeling it a case of ‘‘catathymie crisis.’’ This syndrome is char- 
acterized by five distinct stages, viz: ‘‘(1) The stage of initial thinking 
disorder, (2) The stage of the crystallization of a plan, (3) The stage of 
extreme tension culminating in the violent crisis, (4) The stage of super- 
ficial normality, (5) The stage of insight and recovery.’’ 

“Dark Legend’’ is a well-prepared case history, a most unusual and 
instructive one, and one written in such a manner as to hold the reader’s 
keen and absorbed attention throughout. It is a book that may be read 
with both interest and benefit by either physician or layman. 
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The Advancing Front of Medicine. By Grorcre W. Gray. 425 pages 
with bibliography and index. Cloth. Whittlesey House. Price $3.00, 

Mr. Gray has undertaken a most ambitious task, an aerial survey, as it 
were, of medicine on the battlefront against disease. Broadly, it may be 
said at onee, it appears to have been accomplished successfully. The posi- 
tions occupied by the specialties are clearly marked, their objectives well 
defined, and their recent progress traced. Mr. Gray has consulted a wide 
range of authorities and has done a huge amount of research in recent medi- 
eal literature. Lis ‘‘ Note of Acknowledgment’’ expresses thanks to many 
among the most eminent in the medical profession. 

Written by a layman for laymen, this book gives a comprehensive re- 
port of progress which should be of value to any person with an intelligent 
interest in the advancement of science; and it is not entirely impossible 
that many a medical man will find it informative about matters outside 
his own specialty. Mr. Gray has not attempted to cover the entire field of 
medicine ; he has concentrated on the subjects where there have been recent 
scientific or technical advances. Syphilis, for example, comes in for little 
discussion ; present methods of treatment stem from Ehrlich’s discovery 
of years ago; but there is adequate coverage of such subjects as the ‘‘sulfa”’ 
drugs, and of recent research into the problems of influenza, cancer and 
allergy. 

It is perhaps to be regretted that the chapters devoted to psychiatry are 
not both more comprehensive and more cautious. Mr. Gray discusses under 
the heading of ‘‘anxiety’’ a number of psychoneurotie conditions. The 
discussion appears sound; and the viewpoints of the modern schools are 
well presented ; but it is certainly oversimplification, at the least, to include 
conversion hysteria—as Mr. Gray does—under an ‘‘anxiety’’ label. A 
more comprehensive treatment here might have been more difficult to popu- 
larize; but simplification of this sort comes dangerously close to misrepre- 
sentation. Where more caution seems particularly to be indicated is in 
Mr. Gray’s discussion of surgery and shock treatment in the psychoses and 
of the electrical brain wave phenomena in epilepsy. Mr. Gray makes proper 
note of the position of physicians who refuse to use surgery and shock 
therapy because of damage to brain tissue; but he fails to record the pri- 
mary objections of those who question on statistical grounds whether any 
benefits can be demonstrated to be due to those therapies. In the case of 
epilepsy, Mr. Gray reports without questioning the conclusions of Dr. W. 
G. Lennox that abnormal brain waves are inherited and demonstrate ‘‘a 
constitutional predisposition’’ to epilepsy, that there are ‘‘some 10,000,000” 
persons in the United States with such abnormalities, and that if two such 
persons marry the chances of their having an epileptie child are greater 
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than the chances in a marriage between an epileptic and a person with a 
normal brain rhythm. This is wholly unproved and is subject to dispute 
by some of the foremost authorities on epilepsy. A work for general, popu- 
lar reading ought to say so. Also, the time has long since arrived when 
any writer for the general public should make clear—as Mr. Gray does not 
—the distinction between mental disorder and the legal term ‘‘insanity.’’ 

These faults, however, are minor. To point to them is not to detract seri- 
ously from a really distinguished book. 


From Cretin to Genius. By Dr. Serce Voronorr. 281 pages. Cloth. 
Alliance Book Corporation. New York. 1941. Price $2.75. 

Any way you look at it, this is a remarkable book; pleasant, informative, 
and interesting. Dr. Voronoff does not allow himself to be hidebound by 
regard for circumstances generally accepted as facts. For instance, he 
states, ‘‘Genius possesses not only wondrous aptitude, it is simultaneously 
endowed with knowledge which heredity, often a distant heredity, has be- 
queathed to it.’’ (Page 54.) Half his readers may applaud the sentiment 
in another statement, ‘‘This direct inheritance of genius is unfortunately 
quite exceptional. Woman is rarely possessed of high qualities equivalent 
to her husband’s; her twenty-four chromosomes, inferior in quality, do not 
complement those of the genius.’’ (Page 172.) 

The historical remarks in the book are excellent. Some source material, 
not hitherto available in English, is presented in exposition of Galileo’s 
difficulties with established religion. Many accounts of genius in the act 
of producing are presented. Largely, they read like case histories of hys- 
teria. At one point, Dr. Voronoff (page 76) asserts it is ‘‘wrong and harm- 
ful to creative labor to let the intelligence censor too closely the swarm 
of ideas which arise, and already stand at the portals of the eonscious.”’ 
All in all, the book make good reading. It is never dull. 


The March of Medicine. New York Academy of Medicine Lectures to 
the Laity 1941. xii and 154 pages, with index, foreword by Maleolm 
Goodridge, M. D., and introduction by Haven Emerson, M. D. Cloth. 
Columbia University Press. New York. 1941. Price $2.00. 

This sixth series of New York Academy of Medicine lectures to the laity 
continues a brilliant tradition. The current collection is both well planned 
and well presented. It is also a volume of unusual interest to psychiatrists, 
for two of the six lectures are on frankly psychiatric topies; and three of 
the others, ‘‘Ilumanism and Science, the Linsly R. Williams Memorial 
Leeture,’’? by Alan Gregg, M. D.; ‘‘Paracelsus in the Light of Four Hun- 
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dred Years,’’ by Henry E. Sigerist, M. D.; and ‘‘The Promise of Endoe. 
rinology,’’ by Oscar Riddle, Ph.D., touch on matters of great psychiatric 
interest. ‘‘ Psychiatry and the Normal Life’’ is discussed by William Healy, 
M. D.; and ‘‘Philosophy as Therapy’’ is presented in a distinguished lee. 
ture by Irwin Edman, Ph.D. <A timely report on ‘‘What We Do Know 
About Cancer,’’ by Francis Carter Wood, M. D., concludes the volume. 

Medicine is approaching a wider future. Its problem must be met with 
the broad culture of humanism, says Dr. Gregg, to ‘‘ protest against exelu- 
sive preoccupations, against the limited horizon of dogma and finality.” 
As we face today’s unsolved problems, declares Dr. Sigerist, ‘‘we need a 
pholosophy to connect the facts. This is where Paracelsus—and Descartes 
—can still teach us a great deal.’’ Of the role of the science of mind, Dr, 
Healy writes, ‘‘The time is ripe for psychiatry to take the lead in educating 
the normal man to know more about himself for the sake of his own self- 
direction in social interrelationships.’? And Dr. Edman asks, concerning 
a still broader problem, ‘‘It is not time that the future of our democratic 
life ean be shaped in consultation with physicians, who see in the distresses 
and the agonies, the lives and the deaths of their patients, what the human 
consequences are of our conditions of labor and leisure of luxury and 
poverty?”’ 

It is a pleasure to say that the current lectures deserve note for literary 
excellence, as well as for informative discussion. ‘‘Good writing in our 
professional journals’’ may be ‘‘pitifully rare,’’ as Dr. Gregg declares in 
urging that more attention be paid by medical men to the humanities, but 
this small volume is evidence that good writing can be done and is being 
done by modern medical specialists. Dr. Goodridge’s note in the foreword 
that ‘‘each chapter may be read with profit by the physician as well as by 
the layman’’ calls for agreement. The book is heartily recommended. 
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HARRY A. LaABURT, M. D. 


Dr. Harry A. LaBurt, first assistant physician at Harlem Valley 
State hospital for the last three years, was appointed superintendent of 
that institution by Commissioner Tiffany, effective December 15, 1941, to 
succeed Dr. John R. Ross, transferred as superintendent to Hudson River 
State Hospital. 

Dr. LaBurt, born in Ralston, Pa., on April 15, 1898, was brought up in 
Elmira, N. Y., and graduated from the Elmira publie schools. He later at- 
tended the University of Buffalo, where his studies were interrupted by 
World War I. He was in officers’ training school of the aviation corps 
at the time of the armistice. Graduated from the University of Buffalo 
Medical School in 1923, Dr. LaBurt completed a general interneship at 
Buffalo City Hospital and, after a short time in private practice, entered 
the State service as assistant physician in Buffalo State Hospital on Au- 
gust 1, 1924. Ile was promoted to senior assistant physician two years later, 
was made deputy medical inspector in 1931, became elinical director of 
Harlem Valley State Hospital in 1934, was acting superintendent of Syra- 
cuse State School in 1936 and 1937 and returned to Harlem Valley State 
Hospital as first assistant physician in December, 1938. 

Dr. LaBurt is active in civic affairs. He is psychiatric member of the 
Selective Service Medical Advisory Board for Dutchess and Putnam Coun- 
ties, president and director of the Pawling Rotary Club, vice president of 
Wyman Bremeline Thorpe Post of the American Legion at Dover Plains, 
vice president and executive board member of the Dutchess County Coun- 
cil of the Boy Scouts, Dutchess County representative on the New York 
State Conterence on Social Work, editor of the ‘‘Harlem Valley State 
Hospital News’’ and editor of the Dutchess County Medical Society pub- 
lication, ‘*Caduceus.’’ His professional and society affiliations include the 
American Psychiatrie Association, the American Medical Association, the 
New York State Medical Society, the Dutchess County Medical Society, the 
Dutchess County Social Workers’ Club, the Dutchess County Psychiatrical 
Society, the National Rifle Assocaition, the National Committee for Mental 


Hygiene, and the American Association for the Advancement of Science. 
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TABLET IS PLACED FOR DR. BLUMER 

A memorial tablet to Dr. C. Alder Blumer, for 13 years superintendent 
of Utica State Hospital before he became medical superintendent of Butler 
Hospital, Providence, R. I., in 1899, has been erected at the Providence in- 
stitution. The tablet reads: 

‘‘Leader in the humanitarian treatment of mental illness; author and 
historian; master of language and eloquent in its uses. His constructive 
influence, his great capacity for human understanding and lasting friend- 
ship will always be remembered. ”’ 

Dr. Blumer came to Utica State Hospital in 1880. On December 4, 1886, 
at the age of 29 years he became the fourth superintendent of that institu- 
tion, a position he held until September 4, 1899, when he resigned to go to 
Providence. He was medical superintendent of the Providence hospital 
from 1899 to 1921. He died on April 25, 1940. He was 82 years old. 

Born in England, Dr. Blumer received his schooling in that country, the 
Continent and the United States. He received his medical degree at the 
University of Pennsylvania in 1879. Widely known as a writer, Dr. Blumer 
was one of the editors, while at Utica, of the American Journal of Insanity, 
predecessor of the American Journal of Psychiatry and of THE Psycuiatric 
QuarTERLY He was president of the American Psychiatrie Association in 
1903. The new research laboratory at Utica was named in his honor in 
1921. His daughters, Miss Mary M. Blumer and Mrs, Charles C. Marshall, 
attended the recent Providence memorial ceremony. 
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DR. ROSS IS TRANSFERRED TO HUDSON RIVER 

Dr. John R. Ross, superintendent of Harlem Valley State Hospital since 
the opening of that institution in 1924, was appointed by transfer by Com- 
missioner Tiffany, superintendent of Hudson River State Hospital at Pough- 
keepsie, effective November 30, 1941. He succeeds to the position which be- 
came vacant when Dr. Ralph P. Folsom died on May 12, 1941. 

Dr. Ross entered the State hospital service at Kings Park State Hospital 
in July, 1908, was transferred to St. Lawrence State Hospital as senior as- 
sistant physician in 1911, and was appointed first assistant physician at 
Dannemora in 1913. He became superintendent of Dannemora on January 
1, 1918, was transferred to the position of medical inspector in 1922 and was 
appointed superintendent of Harlem Valley State Hospital on April 21, 
1924. 

Dr. Ross’ service at Harlem Valley saw the development of that institu- 
tion from its beginning to a hospital which now accommodates around 5,000 
patients. 
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DR. MENAS 8. GREGORY IS DEAD 


Dr, Menas Sarkas Gregory, Armenian-born immigrant who became to the 
general public one of the best-known figures of modern American psychi- 
atry, dropped dead on November 1, 1941, while playing golf with a friend 
in Tuckahoe. He was 63 years old. 

Coming to this country about 1890 under his stepfather’s name of Bur- 
eurkian, he went to live with relatives at Albany, where he is said to have so 
impressed an acquaintance with his earnestness and ambition that he was 
able to borrow the money to go through Albany Medical School from which 
he was graduated in 1898. Little is generally known of his school years 
and early years in the profession; his biography in ‘‘Who’s Who Among 
Physicians and Surgeons’’ for 1938, notes his graduation from medical 
school and gives no further information except his address, his professional 
specialties and his current hospital and society affiliations. It is known 
that he served an interneship in the New York State hospital service, that 
he changed his name to Gregory, the Americanized form of his real father’s 
name, Gregorius, and that, about 1902, he went to Bellevue Hospital where, 
a few years later, he was named head of the psychiatric staff. 

Dr. Gregory humanized and modernized the psychiatric wards at Belle- 
vue, inaugurated the practice of active therapy for patients who previously 
had been detained with little treatment until, at the end of a few days, it 
could be decided to commit them to mental institutions as psychotie or dis- 
charge them as without psychosis. Dr. Gregory campaigned, through all 
his early years at Bellevue, for the establishment of a modern, mental hos- 
pital in connection with the city institution. He was vigorous, practical, 
and excelled as an administrator; and, as a result, the facilities he fought 
for were provided in a new building, which was opened at a cost of more 
than $4,000,000 in 1933. A year later, however, he resigned from his posi- 
tion in a disagreement with the city’s new commissioner of hospitals, Dr. 
8. 8. Goldwater; and he later filed a suit for libel against Dr. Goldwater. 
This was dropped, however, and Dr. Gregory was named consultant in psy- 
chiatry at the new Bellevue Hospital. 

Dr. Gregory became an almost legendary figure to the general public 
through his testimony as an alienist in criminal trials and through his out- 
spoken pronouncements on various problems of public health as well as 
psychiatry. To fellow members of his profession, Dr. Gregory was pre- 
eminent as a builder and administrator and a pioneer in a great municipal 
reform. Besides his long connection with Bellevue, Dr. Gregory was for a 
time head of a psychiatric clinic to study defendants brought before the 
Court of General Sessions in New York County. He had been professor of 
neurology at the New York Post Graduate Medical College, and professor 
of psychiatry at the New York University College of Medicine. 
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DR. TALLMAN BECOMES MICHIGAN DIRECTOR 

Frank Ford Tallman, M. D., director of clinical psychiatry and director 
of the Children’s Group, Rockland State Hospital since 1938, has been ap. 
pointed mental hygiene director for the state of Michigan, taking office on 
January 1, 1942. Associated with the New York State Department of Men- 
tal Hygiene for the last 12 years, Dr. Tallman has specialized in child psy- 
chiatry and at the time of his appointment to the Michigan post was on 
leave of absence from Rockland to act as director of the parole and family 
care study being made for the New York Temporary Commission on State 
Hospital Problems which is headed by Homer Folks. Both child psychiatry 
and family care problems are important in the new program outlined by Dr. 
Tallman for Michigan. 

Born in Alberta, Canada, Dr. Tallman was graduated in medicine in 1927 
from the University of Alberta. After a year of general interneship, he 
served as medical officer in the Provincial Mental Hospital, Alberta, then 
came to Kings Park State Hospital as medical interne in 1929. He trans- 
ferred to Rockland State Hospital as assistant physician in 1931 and re- 
mained there until his Michigan appointment. Dr. Tallman has been a con- 
tributor to THE PsyCcHIATRIC QUARTERLY, the American Journal of Ortho- 
psychiatry, the American Journal of Mental Deficiency and other psychi- 
atric publications of papers dealing largely with problems of child guidance 
and child psychiatry. 

The Michigan mental hygiene program which Dr. Tallman will direct 
will include : organization, supervision and coordination of the state’s child 
guidance clinics; establishment, supervision and coordination of a boarding 
and colony program; coordination and expansion of out-patient clinics in 
collaboration with the medical superintendent ; development of a state-wide 
educational program of mental hygiene; and such additional projects as the 
Michigan Hospital Commission may deem appropriate. 





DR. LOREN JOHNSON IS DEAD AT 66 

Loren Bascom Taber Johnson, specialist in child psychiatry and a prac- 
tising physician in Washington, D. C., for 40 years, died in that city on 
December 14, aged 66. 

Dr. Johnson, who was in the medical service of the United States Army 
in the Spanish-American War and the First World War, established his 
Washington practice in 1901 and interrupted it only for his World War 
service. A graduate of Georgetown University Medical School in 1900, Dr. 
Johnson was on the staff of that institution at the time of his death as as- 
sociate professor of psycho-pediatrics. He was psychiatrist for the Chil- 
dren’s Hospital and Garfield Hospital and was president of the Washington 
Institute of Mental Hygiene. 
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SEVEN CITIES HEAR SALMON MEMORIAL LECTURES 


Through the cooperation of the British government and the joint sponsor- 
ship of national and local psychiatric and neurological organizations with 
the Salmon Committee on Psychiatry and Mental Hygiene of the New York 
Academy of Medicine, the Salmon Memorial Lectures for 1941 were given, 
not only in New York, but in six other cities of the United States and 
Canada. 

Dr. R. D. Gillespie, psychiatric specialist of the RAF, obtained special 
leave from the British air service to deliver the lectures. He spoke on 
‘“‘Psychoneuroses in Peace and War and the Future of Human Relation- 
ships’’ in New York on November 17 and 18, and in Toronto, Chicago, New 
Orleans, Washington, San Francisco and Philadelphia later in that month. 
The arrangements with the British government and for the joint sponsor- 
ships of the lectures outside of New York were made by the Salmon Me- 
morial Committee, of which Dr. C. Charles Burlingame is chairman. 

Unusual attention from both medical profession and publie was attracted 
to the lectures, not only because of the timeliness of the subject and the 
eminence of the lecturer in British psychiatry, but because he was already 
well-known to American psychiatrists as the coauthor of the standard Hen- 
derson and Gillespie ‘‘Textbook of Psychiatry’’ and as a former member 
of the faculty of the Johns Hopkins University. 

Among other matters on which Dr. Gillespie reported, was his observation 
that care in selecting members of the Royal Air Foree had virtually elim- 
inated psychoneuroses in that service. He noted that an RAF hospital 
specially built for psychoneuroties had to be devoted to other purposes after 
a few months, as there were not enough patients from the air foree to fill it. 
As for bombings, a matter of pressing importance to Americans at present, 
the lecturer reported, ‘‘It can be said that one of the most striking things 
about the effeets of war on the civilian population has been the relative 
rarity of pathological disturbances among the civilians exposed to air 
raids.”’ 


= 
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LECTURES TO THE LAITY 


Three of the seven lectures of the current series of lectures for the laity 
of the New York Academy of Medicine are devoted to psychiatry. Tracy 
Jackson Putnam, M. D., spoke on ‘‘The Mechanisms of the Mind’’ on De- 
cember 11; A. A. Brill, M. D., will speak on ‘‘The Freudian Epoch’’ on 
January 22; and Arnold Gessell, M. D., will speak on ‘‘Creative Behavior 
in Child and Adult’’ on February 26. Dr. Brill’s lecture will be the New 
York Academy of Medicine Anniversary Discourse. 
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ERRATUM—IMPORTANT! 

THE QuARTERLY is glad to correct, at the request of the author, an error 
in the paper, ‘‘ Electric Shock Therapy in the Psychoses,’’ by Serge Androp, 
M. D., PsycuiaTric QuaRTERLY, 15:4, 730-749. On page 735, the sentence 
beginning on line 18 should read: ‘‘The present writer, after considerable 
experimentation, settled to a standard time of five-twentieths (instead of 
five-tenths) of a second, varying the potential in order to get the desired 
results.’’ Dr. Androp’s manuscript read ‘‘five-twentieths ;’’ and the error 
was typographical. THE QuARTERLY desires to call the widest attention to 
this correction, and, because his discussion of timing is an important fea- 
ture of Dr. Androp’s paper, requests its readers to correct their copies of 
the October, 1941, issue. 
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DR. GEORGE W. HALL IS DEAD 


Dr. George Washington Hall, widely-known neurologist, died of a heart 
attack on October 25 in Detroit, where he was attending the annual conven- 
tion of the Central Neuropsychiatric Association, of which he was a past 
president. He was 72 years old. 

A graduate of Rush Medical College in Chicago, Dr. Hall undertook spe- 
cial studies in Europe before returning to Rush, where he later was for 
many years head of the department of nervous and mental disease. He was 
also formerly professor of medicine at the University of Chicago. 


a en 


DR. CAMERON NAMED TO EXAMINER BOARD 


Commissioner E. E. Cole of the New York State Department of Educa- 
tion has appointed Dr. D. Ewen Cameron, neurologist and psychiatrist-in- 
chief of Albany Hospital, as a member of the State Board of Psychiatrie 
Examiners, which has the duty of certifying qualified psychiatrists. Dr. 
Cameron succeeds, on the board of examiners, Dr. Karl M. Bowman, who 
recently resigned to go to California. 





MONTEFIORE OPENS PSYCHIATRIC PAVILION 
The opening on January 1 of a new psychiatric pavilion is announced 
by Montefiore Hospital for chronic diseases, which is located in the Bronx. 


Dr. S. Bernard Wortis is chief of the department of neurology and psy- 
chiatry. The pavilion has a capacity of 50 beds. 
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RORSCHACH ARTICLE REPRINTS ARE AVAILABLE 


THE STATE Hospirais Press offers for sale a limited number of reprints 
of the two articles on the Rorschach method which appear in this issue of 
THE PsycHiaTRic QuARTERLY. They are bound as a single pamphlet with 
paper covers and inelude the colored illustrations of the Rorsehach ecards. 
The articles, ‘‘The Rorschach Method and Its Uses in Military Psychiatry,’’ 
by Captain James A. Brussel, M. C., U. 8. A., and Private Kenneth 8. 
Hitch, M. C., U. S. A., and ‘‘A Comparative Table of the Main Rorschach 
Symbols,’’ by Zygmunt A. Piotrowski, Ph.D., constitute an introduction 
to the principles and administration of the Rorschach method. As such, 
the reprints have been made available for sale to interested psychiatrists, 
psychologists and others working in the fields of psychopathology and nor- 
mal psychology. They are priced at $.50; and remittances should aecom- 
pany orders to Tre Stare Hospiraus Press, Utica State Hospital, Utica, 
N.Y. 





A NEW JOURNAL IN THE FIELD OF NEUROPATHOLOGY 


Announcement of a new publication, the Journal of Neuropathology and 
Experimental Neurology, with editorial and business offices in Chicago 
and New York, has been made by an editorial board headed by Dr. George 
B. Hassin of Chicago as chief editor and including Dr. Armando Ferraro 
of the New York State Psychiatric Institute and Hospital as associate ex- 
ecutive editor. Dr. Joseph H. Globus of New York is executive editor; and 
business communications are to be directed to him at 960 Park Avenue, 
New York, N. Y. Articles for publication should be submitted to Dr. 
Hassin, 912 S. Wood Street, Chicago. 

The new journal will be a quarterly, selling at $4.00 a year. The an- 
nounced purpose of its publication is to provide a ‘‘ periodical which would 
insure speedy publication of neuropathological studies in a form commen- 
surate with the importance of the subject.’’ The editors note that ‘‘exist- 
ing neurological journals are few in number and unfortunately have a lim- 
ited space for such material.’’ 





0 
ORTHOPSYCHIATRIC ASSOCIATION TO MEET 
The American Orthopsychiatric Association will conduct its nineteenth 
annual meeting at the Hotel Statler, Detroit, February 19, 20 and 21, 1942. 
It is announced that Dr. Helen P. Langner, Vassar College, Poughkeepsie, 
N. Y., chairman of the publicity committee, will send copies of the prelim- 
inary program on request. 








218 NEWS AND COMMENT 


TWO QUARTERLY CONFERENCES HELD 

Quarterly conferences of the New York State Department of Mental 
Hygiene were conducted at Central Islip State Hospital on September 27 
and at the New York State Psychiatric Institute and Hospital on Decem- 
ber 20, 1941. 

At the Central islip conference, there was a round table discussion of 
the ‘‘Control of Tubereulosis in State Institutions,’’ led by Dr. Robert 
E. Plunkett, general superintendent of the State tubereulosis hospitals, 
Horatio M. Pollock, Ph.D., presented a paper, ‘‘ Forecast of Patient Popu- 
lation.”’ 

At the Institute conference, Dr. Nolan D. C. Lewis, director, gave ‘‘A 
Report of the Researches Carried Out at the Psychiatrie Institute During 
the Year 1941;’’ and William A. Horwitz, M. D., gave a paper on ‘*‘ Fae- 
tors in the Production of Spinal Fractures During Shock Therapies.’’ ‘‘ The 
New Nichols Building at the New York Hospital—Westchester Division,”’ 
was presented by Clarence O. Cheney, M. D., medical director of that in- 
stitution, in colored motion pictures which gave unusually clear views of 
the new structure and its modern equipment. 

An interesting feature of the December conference was an informal din- 
ner of the State hospital superintendents at the Hotel Commodore on De- 
cember 19, the evening preceding the conference. The superintendents and 
members of the Commissioner’s office participated in a round table discus- 
sion looking toward, ‘‘The Wider Use of Shock Therapy in All the Insti- 
tutions.’’ Frederick W. Parsons, M. D., former commissioner of the New 
York State Department of Mental Hygiene, led the round table discus- 
sion. Homer Folks, chairman of the Governor’s committee which is now 
studying the problem of population in the New York State Hospitals, ad- 
dressed the same evening meeting of superintendents on ‘‘ Parole and Fam- 
ily Care.’’ 











